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Ladies and Gentlemen: 

The Task Force to Study the Developmental Disabilities Administration Rate Payment Systems 
was created by Senate Bill 4S5 (Chapter 33 of the 2007 Laws of Mary land) and House Bill 1009 (Chapter 
34 of the 2007 Laws of Maryiand). The task force was directed to: 1) review the existing rale system for 
community-based services funded by the Developmental Disabilities Administration and determine its 
strengths and weaknesses; 2) identify current mandates for sen-ice delivery, 3) consider costs as reported 
in tbe Developmental Disabilities Administration cost report; 4) compare the cost of current mandates for 
service delivery to the level of funding provided by the State; 5) consider promising practices in rate 
systems in other states that ftmd appropriate and individual supports in a cost-effective manner, which are 
consistent with local and national best practices; 6) identify changes in the reimbursement system that 
further support self-directed services and implantation of best practices; and 1) develop recommendations 
to address the problem of the strucrurai under-funding of community services. 

The task force held seven meetings between October 12,2007 and May 8, 2008, At these 
meetings the task force heard public testimony from advocates, consumers, providers, the State Board of 
Nursing, the Community Sendees Reimbursement Rate Commission (CSRRC) and a national expert on 
developmental disabilities payment systems. The task force discussed a myriad of issues includmg; fee 
history of the fee payment system, Developmental Disabilities Administration (DDA) cost report data, 
information from other states rcimbarseinent systems, assessment tools, waiting list information, 
transportation issues, nursing mandates, previous rale increases, add-on rates, self-directed services. 
Community Supported Living .Arrangements (CSLA), supported employment (SE), and matrix levels. 

This report describes the activities and recommendations of the Task Force to Study the 
Developmental Disabilities Rate Payment Systems. 
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Executive Summary 

The Task Force to Study the Developmental Disabilities Administration Rate Payment 
Systems was created by Senate Bill 485 (Chapter 33 of the 2007 Laws of Maryland) and 
House Bill 1009 (Chapter 34 of the 2007 Laws of Maryland). The task force was 
directed to: 1) review the existing rate system for community-based services funded by 
the Developmental Disabilities Administration and determine its strengths and 
weaknesses; 2) identify current mandates for service delivery; 3) consider costs as 
reported in the Developmental Disabilities Administration cost report; 4) compare the 
cost of current mandates for service delivery to the level of funding provided by the 
State; 5) consider promising practices in rate systems in other states that fund appropriate 
and individual supports in a cost-effective manner, which are consistent with local and 
national best practices; 6) identify changes in the reimbursement system that further 
support self-directed services and implantation of best practices; and 7) develop 
recommendations to address the problem of the structural under-funding of community 
services. 

The task force held seven meetings between October 12, 2007 and May 8, 2008, At these 
meetings the task force heard public testimony from advocates, consumers, providers, the 
State Board of Nursing, the Community Services Reimbursement Rate Commission 
(CSRRC) and a national expert on developmental disabilities payment systems. The task 
force discussed a myriad of issues including: the history of the fee payment system. 
Developmental Disabilities Administration (DDA) cost report data, information from 
other states reimbursement systems, assessment tools, waiting list information, 
transportation issues, nursing mandates, previous rate increases, add-on rates, self- 
directed services. Community Supported Living Arrangements (CSLA), supported 
employment (SE), and matrix levels. 

Findings and Recommendations 

Cost reports and audited financial statements submitted by providers to the 
Developmental Disabilities Administration indicate that the financial condition of 
providers has worsened in recent years. This is measured by an increase in the number of 
providers reporting negative operating margins (expenses exceed revenues) and negative 
net assets (liabilities exceed assets), and a reduction in the average operating margins and 
current ratios. A report presented to the task force by the Community Services 
Reimbursement Rate Commission evaluating the operating margins of developmental 
disability providers by service category shows that the median margin for supported 
employment services is -4.43% and the median margin for day services is -2.67%. The 
information on provider financial status would indicate that adjustments to the rates paid 
for services to individuals with developmental disabilities are warranted. 

After deliberation of the discussions and comments from the meetings, the task force 
endorses the following specific recommendations for changes to the Developmental 
Disabilities Administration rate system. Because the overall budget impact of these 
recommendations is considerable, and certain changes have a compounding effect, the 
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Developmental Disabilities Administration will need to act prudently in implementing 
these recommendations. Priority should be given to improving the rate system for 
supported employment and day services, which are the services with the greatest level of 
underfunding on recent cost reports. 

The recommendations are as follows: 

1. Assess consumers receiving DDA-funded services on a regular basis using 
reliable assessment tool. 

2. Adjust the rates annually to account for changes in costs. 

3. Revise matrix to add components that will replace add-ons to rates by accounting 
for those services within the matrix. 

4. Adjust the administrative component of the rates to add costs for the nursing 
assessment and training. Further recommend that the^Board of Nursing provide 
more guidance to the Developmental Disabilities Administration on ways to 
reduce the frequency of nursing assessments and training hours. Finally the task 
force encourages the Board of Nursing to work with the Developmental 
Disabilities Administration on future regulation and statute changes to include 
fiscal impact on providers. 

5. Revise the calculation for the day services rates to change from a 7 day basis to a 
5 day basis. 

6. Phase-in rate system changes in a manner that does not reduce revenues for 
providers. 

7. Inform community providers of the methodology for creating service hours in 
CSLA to allow providers to count hours provided to 2 or 3 individuals at the same 
time and place. 

8. Inform community providers of exceptions to the attendance requirements for 
supported employment of 4 hours per day. 

The task force recommends that the Developmental Disabilities Administration assemble 
a small workgroup to develop specific changes in the rate system. 

vii 



Introduction 

This report describes the activities and recommendations of the Task Force to Study the 
Developmental Disabilities Rate Payment Systems. The first part of the report 
summarizes the establishment of the task force. The second part describes the activities 
of the task force, including a discussion of the information gathered from various sources 
The third part provides recommendations of the task force. 

Establishment of the Task Force 

The Task Force to Study the Developmental Disabilities Administration Rate Payment 
Systems was created by Senate Bill 485 (Chapter 33 of the 2007 Laws of Maiyland) and 
House Bill 1009 (Chapter 34 of the 2007 Laws of Maryland) to examine issues related to 
the Developmental Disabilities Administration Rate Payment System. The Task Force 
was directed to examine: 

(1) Review the existing rate system for community-based services funded by the 
Developmental Disabilities Administration and determine its strengths and 
weaknesses; 

(2) Identify current mandates for service delivery; 

(3) Consider costs as reported in the Developmental Disabilities 

Administration's cost report; 

(4) Compare the cost of current mandates for service delivery to the level of 
funding provided by the State; 

(5) Identify promising practices in rate systems in other states that fund 
appropriate and individualized supports in a cost-effective manner, which are 
consistent with local and national best practices; 

(6) Identify changes in the reimbursement system that further support self- 
directed services and implementation of best practices; and 

(7) Develop recommendations to address the problem of the structural under- 
funding of community services. 

The enabling legislation directed the task force consist of the following members: 

• one member of the Senate of Maryland, appointed by the President of the Senate; 

• one member of the House of Delegates, appointed by the Speaker of the House; 
• the Secretary of Health and Mental Hygiene, or the Secretary's designee; 

• the Secretary of Budget and Management, or the Secretary's designee; 

• one representative from the Maiy land Association of Community Services; 
8 one representative from the ARC of Maryland; 
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• one representative from People on the Go; 
• four representatives of Developmental Disabilities Administration-funded 

community-based providers, including a provider of residential supports, a 
provider of supported employment supports, a provider of day habilitation 
services, and a provider of community-supported living arrangements; 

• one representative from the Community Services Reimbursement Rate 
Commission; 

• one individual familiar with rate systems for community services in Maryland and 
in other states; and 

• one representative from the Developmental Disabilities Council. 

The Secretary of Health and Mental Hygiene was charged with designating the chair of 
the task force from its membership. The Department of Health and Mental Hygiene was 
charged with providing staff for the task force. 

Since all of the required appointments of members were not completed until September 
2007, the task force was not able to schedule its first, organizational meeting until 
October 12, 2007. As a result, there was insufficient time for the task force to fulfill the 
work required under Chapters 33 and 34 before the date to report final findings and 
recommendations to the General Assembly (December 31, 2007). The Chairman wrote to 
the Governor, the President of the Maryland Senate and the Speaker of the House of 
Delegates to request an extension until June 2008. 

Work of the Task Force 

The 14-member task force met seven times between October 12, 2007 and May 8, 2008. 
At these meetings the task force heard public testimony from advocates, consumers, 
providers, the Board of Nursing, the Community Services Reimbursement Rate 
Commission (CSRRC), and a national expert on developmental disabilities payment 
systems. The issues discussed included the history of the fee payment system, cost 
reports and audited financial statements submitted to the Developmental Disabilities 
Administration (DDA), information from other states reimbursement systems, assessment 
tools, waiting list information, transportation issues, nursing mandates, previous rate 
increases, add-ons, self-directed services. Community Supported Living Arrangements 
(CSLA), Supported Employment (SE), and matrix levels. Table 1 provides a list of all of 
the issues set out by the legislature to be discussed and during which meeting they were 
discussed. 
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Table 1: Issue Areas Discussed by the Task Force 
Meeting Date 

Issue as identified in Senate Bill 
485/House Bill 1009 

Oct 12 Dec 13 Jan 14 Feb 11 Mar 10 Apr 16 May 8 

(1) Review the existing rate system 
for community-based services 
funded by the Developmental 
Disabilities Administration and 
determine its strengths and 
weaknesses; 

✓ 

(2) Identify current mandates for 
service delivery; 
(3) Consider costs as reported in the 
Developmental Disabilities 
Administration's cost report; 
(4) Compare the cost of current 
mandates for service delivery to the 
level of funding provided by the 
State; 
(5) Identify Consider promising 
practices in rate systems in other 
states that fund appropriate and 
individualized supports in a cost- 
effective manner, which are 
consistent with local and national 
best practices; 
(6) Identify changes in the 
reimbursement system that further 
support self-directed services and 
implementation of best practices; 
(7) Develop recommendations to 
address the problem of the structural 
under-funding of community 
services 

The complete meeting minutes are accessible at the task force web site at 
http://ddamarvland.org/taskforce.htm. 

The following are summaries of the discussion had at each of the task force Meeting. 

October 12, 2007 Meeting 

The task force held its first meeting on October 12, 2007, at which organizational issues 
were discussed. Chairman James Johnson reviewed the purpose of the task force as 
defined by the enabling legislation' and led a discussion of minimum criteria to be 
considered in the rate setting system. The minimum criteria included: 

• Rates must enable very individualized services, including a menu plan 

' See Appendix #1 
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• Rates must be consumer centered and not push services toward congregate 
settings 

• There must be standard rates that are equitable across all providers 

• The rate system must be integrated into the DDA management information 
system (PCIS2) and allow for efficient federal billing 

• There must be an objective method to determine the level of services for 
individuals 

Members of the task force added other suggestions including building inflation into the 
system, available means to adjust rates when individuals needs change, a system for 
compensating service providers when an individual leaves a provider, adding geographic 
considerations to where consumer is being served. Delegate Montgomery pointed out 
that the management information system should not be the sole driver for changing rates 
nor should the programming of the computer system interfere with rate changes. 

Audrey Waters, Acting Deputy Director of the Developmental Disabilities 
Administration, presented a history of rate-setting in the Devalopmental Disabilities 
Administration2, aggregate cost report data from fiscal year 20073 and information on 
other states reimbursement svstems for providing community services to people with 
developmentally disabilities . 

The history of rate-setting in the Developmental Disabilities Administration began with 
the implementation of the Prospective Payment System (PPS). The PPS system had two 
rate components: a consumer or individual component based on individual need and a 
provider component based on administrative, general, capital and transportation costs. 
This system developed into a system of inequitable payments and the Developmental 
Disabilities Administration replaced PPS with the current Fee Payment System (FPS) in 
1998. Under FPS the Developmental Disabilities Administration continues with two rate 
components, but the provider component is now a flat rate. Converting from PPS to FPS 
meant some providers gained revenue while other providers lost revenue. This 
conversion occurred over a three-year period (FY1998 - FY2000). FPS has now been 
extended to supported employment services. The FPS system is based on rates for 
congregate services with add-on components for services not reimbursed through the rate 
system. The Office of Health Care Quality reviews the level and quality of services 
provided. 

Appendix 3 shows cost report information for FY 2006 by category of service: residential 
services, day services, supported employment and CSLA. The data shows that supported 
employment programs are losing money whereas CSLA programs are profitable. 
Residential and day services show modest losses in FY 2006. Transportation costs 
continue to play a large role in many of the programs. There was a request from task 
force members for information about profitability, capacity and movement from the 
waiting lists. This data will be provided at the next meeting. The issues with 

2 See Appendix #2 
3 See Appendix #3 
4 See Appendix #4 
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reimbursement that are preeminent include; transportation and nursing issues, staff 
development, dental reimbursement and caregiver interactions after consumer enters 
system. 

Appendix 4 shows data on developmental disabilities rate reimbursement systems from 
other states. All states have a Medicaid Waiver to maximize use of federal funds to 
support community services. 

To correct some of the funding problems in Maryland's developmental disabilities rate 
reimbursement system, task force members suggested that the current matrix system be 
updated with regular reassessments of individual needs, expansion of the matrix to 
accommodate add-on components, and regular inflationary increases in the rates. 
Members also expressed concern about the lack of fiscal notes for State Board of Nursing 
regulations that impact providers. 

The following list of information was requested by the task force for review at the next 
meeting: 

• Reports from Community Services Reimbursement Rate Commission web site 

• Rate systems, per capita funding, and waiting lists from other states: AZ, VT, NH 

• Budget increases for rates, wage initiative 
• Copies of assessment tools 
• # of utilization slots/services providing vs. vacancies 

• # of individuals in other states per service type 

• # served in MD per service type 

• List of contacts 

• Unfunded mandate discussion items 

December 3, 2007 Meeting 

The task force held its second meeting on December 3, 2007. Prior to the meeting 
information requested by task force members at the October 12 meeting was distributed.5 

The Task Force discussed different assessment tools for determining level of services 
needed. Ms. Waters explained that assessments are performed by an independent agency. 
DDA uses a 5 x 5 matrix that uses a 5-point system to assess both health/medical needs 
and supervision/assistance needs. The current DDA residential model is based on a 3 
person-per-house model. The matrix assessment is based on documentation received 
from multiple sources including medical professionals, education professionals and 
families. In 1997 a freeze was put on matrix levels indicating that an individual would 
have the same matrix score for as long as they were in the FPS system. Consequently, 
the matrix is completed upon entry of an individual into the system, but is not redone on a 
regular basis. Instead of updating the matrix add-on rates are used, which are completed 
at the regional offices. Providers present information on additional support needs for 

5 See Appendix #5 
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individuals and the regional office works with the provider and the consumer to 
determine level of need. 

Extensive discussion occurred on the fact that as people age in the system, add-ons are 
the only recourse available to providers for the additional services required. The freeze 
on the matrix system and the inflexibility of the system in general places obstacles and 
barriers for serving consumers of advanced age or disability. The current payment 
system does not take into account inflation, increased needs, unfunded mandates such as 
nursing requirements and increased transportation costs. There were some questions 
about who pays for the requirement to follow more stringent physician orders. 

There was an acknowledgment of the increased need for support as individuals receiving 
services progress. Questions were raised about whether an individual would need less 
support as they progress; if more frequent or systematic review of consumer's needs 
would be helpful; whether a new matrix/assessment tool is needed; and if the wage 
initiatives helped contend with inflationary increases. Members pointed out that different 
assessment tools could not only help with accurate payments ^put also could be used to 
look at outcome measures for consumers. The current Individual Indicator Rating Scale 
(IIRS) assessment tool does not allow for that. 

The committee next reviewed the CSRRC reports that had comparisons between services 
provided and found that there was much variation among providers. The report also 
looked at workers and the differences in wages and turnover between providers. There 
were questions about regional commonalities and about the number of providers that are 
consistently in the margin of financial difficulty. 

January 14, 2008 Meeting 

The third meeting of the task force was held on January 14, 2008. The meeting included 
a report on reimbursement systems from Dr. Charles Moseley, National Association of 
State Directors of Developmental Disability Services.6 Dr. Moseley's report included a 
review of promising practices in rate systems in other states that fund appropriate and 
individual supports in a cost-effective manner, which are consistent with local and 
national best practices. This report indicated the State of Vermont made a conscious 
decision to dedicate a portion of the funding each year to maintaining the existing 
provider network, with the balance dedicated to adding new placements. He described 
different types of resource allocation - prospective based on statistical data, retrospective 
based on a developmental model, and mixed. Dr. Moseley discussed the differing models 
used by several states. He also discussed the use of different assessment tools and the 
strengths and weaknesses of each. Dr. Moseley addressed the policy issues surrounding 
rate payment systems, including individual flexibility, adequate coverage of costs, self- 
direction, and cost containment. 

Public testimony touched on the fact that Maryland has not rebased and that the payment 
system has not moved from the 3-bed model. Mr. Marty Lampner from The Chimes 

6 See Appendix #6 
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suggested that Maryland's rating pool is non-reliable and not valid, but that the use of a 
third party contractor (MAPS-MD) to perform matrix assessments has helped with 
reliability. 

The issue of transportation services was also discussed at this meeting. Mr. Johnson 
discussed how assessment should include individual's needs specific to transportation. 
The providers on the task force pointed out that transportation is funded under the 
provider component of FPS, a flat rate system, which does not take into account 
differences in urbanization versus rural, nor does it encourage greater independence for 
consumers because it does not take into account transportation for social situations or 
weekend service. There are also differences in the type of transportation used (curb to 
curb, wheelchair lift vans, public transportation) and in the level of supervision needed 
when individuals are transported. The data on transportation is inconsistent, making it 
difficult to assess how to change the system to better serve individual needs. Public 
testimony highlighted the growing costs of transportation from gas increases to increases 
in maintenance of vehicles.7 Transportation that is equipped to function for individuals 
with disabilities is costly to purchase and maintain. The reimbursement costs do not 
cover the costs of providing transportation when all the factors needed to provide 
transportation are factored in. Task force members discussed ways to improve reporting 
of transportation costs so that it is better understood on costs reports. A suggestion was 
made to segregate costs for gas, maintenance, vehicle purchase and staff. 

February 11, 2008 Meeting 

The fourth task force meeting was held on February 11, 2008. The first part of this 
meeting focused on the additional nursing requirements for providers. Senator Paula 
Hollinger, Pat Noble and Barbara Newman from the Board of Nursing spoke to the task 
force about nursing requirements. The requirements were set in the Code of Maryland 
Regulations (COMAR) in 1989 which charges nurses to assist Maryland citizens with 
developmental disabilities who are supported in community settings. In 1992 COMAR 
regulations were adopted that established the requirements for 45 days site visits so that 
nurses can be case managers. The Board of Nursing asserts that nurses are needed to 
conduct these site visits in order to check client prescription medication use, inspect tubes 
and monitor therapeutic and other effects. The nurses are there to coordinate care that is 
more complex. In response to a question from task force members, the panel indicated 
there is a need for oversight by nurses, because even in less complex cases some issues 
have occurred of expired over-the-counter drugs, and many of the more independent 
individuals with developmental disabilities are not as diligent in medication adherence 
and compliance. The medical technicians who support individuals on a regular basis are 
not trained to know the medications consumers are taking and the possible dangers. 

Task force members raised issues with the process of certifying and training certified 
medical technicians. There was a 16 hours training program for DDA providers that 
started in March 2007. The training was initially taught by a LPN, but now must be 
taught by a RN, increasing training costs. The course itself was also increased from 16 

7 See Appendix #7 
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hours to 20 hours, making it impossible to be taught during 2 work days, increasing costs 
for shift coverage for workers and increasing overtime payments. Further, the 
requirement for individuals to have a health care provider instead of medical technician 
increases costs on the health care side for providers. The fiscal note that was attached to 
the proposed legislation was limited to the impact on the Board of Nursing but did not 
reflect the impact on the providers that have to deal with the results of the requirements. 

In terms of licensing certified medical technician the members of the Board of Nursing 
pointed to the online renewal and the efforts they are making to make the process 
smoother and quicker. This system is making it easier to find and track applications. 
They are allowing people to work 60-90 days without certification following the initial 
training while completing the certifications process. The providers contend that the 
training of the certified medical technician takes money and time and they would like to 
know quicker if they cannot be certified so that they do not waste the time or money. 
The Board has made changes, such as not requiring background checks for renewals, in 
order to facilitate the process. The use of Human Resources Applicant Tracking (HRAT) 
can help providers categorize patients that need medical supguvision as compared to those 
that just need someone to help with activities of daily living. 

Public testimony by Laura Howell from the Maryland Association of Community 
Services (MACS) indicated that the rate svstem does not compensate for the additional 
nursing requirements or provider training . In 2004 new regulations came out that said a 
LPN cannot conduct trainings or participate in the 45 day review process. The increased 
requirements for training hours and for nurses to do trainings put extra burdens on the 
providers and there was not adjustment for these costs in the rates. All these changes also 
put more demand on the delegating nurse. Testimony from Mr. Marty Lampner from 
The Chimes further reiterated the fact that the current rate system never contemplated 
paying for nursing services and with the graying of America, people in the system that 
need nursing services has increased tremendously since the regulations were written in 
1986 . The nursing care plan can be expensive for provider and can be onerous on rural 
areas. Ms. Rosemarie Dejoiner, a nurse administrator, testified that unfunded nursing 
mandates with medications adherence and 45 day reviews are difficult to support and that 
a possible solution is to let the delegating nurse make recommendations about how often 
individuals should be seen. 

Mr. Johnson and Ms. Waters provided a review of DDA budget data for previous rate 
increases, the value of add-ons and the comparison of rates and expansion in DDA.10 

March 10,2008 Meeting 

The fifth task force meeting was held on March 10, 2008. The purpose of this meeting 
was to discuss the different programs/models that exist in the Developmental Disabilities 

8 See Appendix #8 
9 See Appendix #9 
10 See Appendix #10 
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Administration. Task force members discussed the strengths and challenges of each 
program. Many of the providers on the task force expressed concern about the level of 
funding for the supported employment program, indicating there was significant room for 
improvement in funding for this service. Ms. Lyle provided information to the task force 
making the case for increasing rates for employment services11. Other task force 
members concurred that over the years funding had been increased to put the program on 
equal financial footing with the day program, but that that was still not enough. One 
reason cited for the increased costs associated with the supported employment model is 
the one-on-one nature of this model, which increases administrative burden. With equal 
funding for supported employment and day services, there are no incentives for providers 
to provide supported employment services. Another major component of supported 
employment is transportation, and with the increases in gas prices it costs more because 
of the one-on-one nature of the program. Since there is no differentiation in the payment 
levels for supported employment and day services, concern was expressed about the lack 
of accurate data on how many people are doing supported employment and what 
industries/workplaces are employing workers with developmental disabilities. 

An issue was raised about the cost differential for supported employment activities from 
the beginning stages of job development until employment begins. Providers responded 
that they do not get paid when they are looking for a job for a consumer, but they still 
have to hire someone to be a job coach and find the job. There is an issue for many 
individuals who are employed only part-time but still need transportation and 
supervision, which is not factored into the system. A suggestion was made about using 
grant funding to help support work coaches and facilitate the process of finding 
employment. Several providers questioned the use of this method as funding levels could 
be unstable and require greater administrative work. A comment was made that low 
payment rates leads to high turnover. 

Public testimony was provided by Karen Lee from SEEC, who supported much of what 
was discussed by the task force members. Ms. Lee added that it is a matter of work force 
investment - the better we match individuals to proper work the less support they need, 
whereas the worst we match individuals to work the more support they need. She 
indicated that there is a problem with the financial model for supported employment and 
day services rates, as service days are divided by 7 days/week while services are actually 
only provided 5 days/week. Testimony was also given by Alliance about their inability 
to keep employment specialists because of the pay scale and increased case load. They 
also expressed problems with obtaining reimbursement for individuals working for Vi day 
supported or '/z day of day services, or for individuals that are not able to work 4 hours a 
day.12 

There were public testimonies from Michael Bloom, Barbara Moore, and Ken Capone 
consumers who use self-direction about the benefits of self-directed services. These 
benefits included the ability to hire and fire staff. They identified problems with living 
arrangements for individuals in CSLA and FPS, who cannot live together if they have a 

11 See Appendix #11 
12 See Appendix #12 
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different funding stream. In self-direction people have greater independence. The New 
Direction waiver is a promising "best practice" that should be expanded. The testimonies 
all urged the task force to keep the funding in the waiver.13 

Tim Wiens from Jubilee Association and Rick Callahan from Arc of Central Chesapeake 
gave public testimony on Community Supported Living Arrangements (CSLA) and the 
flexibility and independence this program allows individuals. If an individual does not 
like their CSLA provider they only have to change providers not housing, unlike in 
residential services in which if the individual does not like the provider they have to also 
find a new place to live. The problem with CSLA is the funding is insufficient to support 
market rate housing and a suggestion was made that DDA should adopt HUD housing 
guidelines housing rates. Testimony was also provided that CSLA rates should allow the 
flexibility of providing services to more than one individual at the same setting, and be 
reimbursed for both services, and that it is impossible to provide 30 hours of individual 
services and nursing service at the current payment level.14 

April 16, 2008 Meeting 

The sixth task force meeting was held on April 16, 2008. The purpose of this meeting 
was to discuss the matrix levels and draft recommendations for the final report. 

There was a presentation by Mark Schulz15 on matrix funding levels. The presentation 
demonstrated the difference between the amount providers spend on services to 
individuals and what is being paid by DDA. The analysis focused on the difference in 
the hourly wage supported in rates compared to what the providers spent. Driven by the 
State initiative to increase direct care wages, providers increased spending and wage 
levels. The DDA rates for wages did not keep pace with these changes. There was a 
question about provider fundraising filling the gap between what is provided and DDA 
payments. Many of the providers say that this is unrealistic, especially in these hard 
economic times. There was a suggestion about matching dollars from the county but 
Delegate Montgomery mentioned that those dollars will be increasingly unreliable. In 
addition to the difference noted above, the FPS rate also does not include overtime costs 
or leave/vacancy/holiday allowances. Many of the providers felt these costs should be 
built into the rates or given as an addition to the rates by DDA. 

There was suggestion to eliminate some of the add-ons and put higher fringe benefit rates 
into the rate system to eliminate some of the problems with the rates. Ms. Waters 
explained that add-ons are negotiated on a case-by-case basis between the provider and 
the DDA regional offices. Funding is often dependent on resource allocations within 
DDA. Once approved, add-on rates are included in the DDA budget. There were 
questions about whether increasing the rates to eliminate add-ons would benefit all 
providers or result in reduced funding allowances for some. 

13 See Appendix #13 
14 See Appendix #14 
15 See Appendix #15 
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There was discussion about wages for employees and the inability of providers to keep 
staff due to low wages, which in turn increases overtime and staff turnover. Providers are 
experiencing a 40% turnover rate. Questions were asked about the benefits that providers 
offer such as pensions and 403b plans. The direct care wage initiative encouraged these 
extra benefits, but providers did not offer the benefits at the percentages encouraged by 
DDA, opting instead to increase hourly wages. They offer retirement benefits after the 
131 year so don't incur costs due to turnover within the first year of employment. 
Healthcare costs have increased 15% in recent years and the providers had to assume 
those costs. The fringe rate paid by providers for direct care workers is much closer to 
27%, whereas the cost of fringe benefits for administrative positions average 20% due to 
the fact that they earn a higher wage and benefits are a smaller percent of their overall 
costs. 

Residential services pose a problem because they need to have full time housing 
counselors and for individuals with awake overnight they need to provide one on one 
staff. Residential providers also have to deal with staffing issues for holiday and 
weekend relief, as well as transportation issues for appointments and social events during 
off-hours. These pressures, combined with inadequate inflation allowances in the FPS 
rate system, have reduced the flexibility of providers to deal with individual needs 
identified on the Individual Plan and have reduced consumer choice. Providers are 
working at a loss and dipping into reserves to stay afloat. 

Mr. Adkins provided the task force with an analysis of the costs of 1-1 staffing and the 
inadequacy of the current rate methodology.56 Vicki Callahan of Opportunity Builders 
offered public testimony in support of many of the issues discussed at the meeting.17 

The task force had a discussion on the draft recommendations, including the core 
principles for the reimbursement system. There was some discussion on the principle of 
equitable payments. Dr. Lovell wanted to ensure that principle meant that providers in 
higher cost areas of the State, such as Montgomery County, continue to get rates that 
contain regional adjustments. The suggestion was made to add language to that principle 
to clarify if geographical differences in payments should continue. 

Rather than design a new rate system, the consensus of the task force was to make 
changes to the current system. In considering detailed changes to the DDA rate system, 
there was a suggestion to form a work group to deal with issues with the funding levels in 
the matrix. 

Mr. Johnson led a discussion about the funding history for DDA. Changes were made to 
tables in response to members' comments that the original tables were confusing. The 
revised tables show changes based on expansion and not overall budget. Ms. Lyle 
suggests that what is missing from this section is the purpose of the task force and the 
problem that we are trying to address. Perhaps what might best illustrate the point of the 
purpose and need for the task force is charts that show data trends over time of how 

16 See Appendix #16 
17 See Appendix #17 
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providers are faring, such as the number of providers that are experiencing operating 
deficits. Mr. Giovanis offered to provide information at the next task force meeting on 
provider financial status for the past 6-7 years. This information will also show the 
relative profitability of day, supported employment, CSLA and residential services by 
provider. This background information, together with the DDA funding history, will give 
a better picture of the overall financial situation for providers. Preliminary results 
indicate that providers are experiencing a worsening fiscal situation in recent years. 

There was discussion about including language in the final report that indicates that 
budget constraints may limit funding to address both expansion of services to individuals' 
with developmental disabilities and improvements in the rates. Some task force members 
felt that it was not the job of the task force to address this budget issue and that it was 
somehow giving the State reason not to deal with inadequate funding for rates. Mr. 
Giovanis pointed out that every year the Community Services Reimbursement Rate 
Commission has recommend increases in provider rates and it has only been granted 
twice. He suggested including a paragraph in the report about specific policy choices. 
Mr. Schulz sees this statement as an opportunity to say we ha^/e to plan better for 
providing for DD services given current and future budget constraints. 

A question was raised about comparing DDA and other DHMH agencies, such as MHA. 
In other agencies are the funds being used for expansion or increases in rates? How do 
these agencies compare in the percentage increase they get for inflation and wages? Mr. 
Johnson indicated that in Medicaid most funding goes towards adjusting rates for existing 
programs and not toward expansion. Examples include increases for the hospitals, 
nursing homes and MCOs for inflation adjustments. By comparison, the increase in 
DDA is used more heavily towards expansion of services and not for inflation 
adjustments. 

Mr. Johnson asked about changing the assessment tool and indicated that he did not get 
the sense from earlier discussions that that is something the task force wants to address. 
Task force members indicated that changing the assessment tool would require changing 
the matrix system, which would be a monumental task that would require large-scale 
system changes. There is the belief among some members of the task force that there is 
no need to change the assessment tool. If new funding is not added to the DDA rates it 
may be best to follow Arizona's example of setting a standard within the current system 
and work towards funding that benchmark. It was pointed out that we are considering an 
item in which we spend $2.5 million on and it may be worth it to look and see if the State 
is using the right assessment tool. In response, a suggestion was made that instead of 
changing the assessment for all individuals that we change the assessments for a smaller 
sample of individuals on a pilot basis. 
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May 8, 2008 Meeting 

The seventh task force meeting was held on May 8, 2008. The purpose of this meeting 
was to discuss the financial status of providers and the recommendations for the final 
report. 

Graham Atkinson, D.Phil, who provides staff assistance to the Community Services 
Reimbursement Rate Commission, presented information on the most recent cost reports 
and audited financial statements from community services providers18. The presentation 
highlighted the report data from 110 audited financial statements and DDA cost reports, 
which were used to investigate provider fiscal status. The report focused on the median 
levels for the providers, as this discounted outliers - providers with unusually high or low 
reports. The report found: 

• in 2007 34% of providers have negative operating margins 

• since 2000-2005 the financial measures for providers improved, but that trend 
reversed itself in 2006 with mixed results, and in 2007 with all of the five 
financial factors 

• median margins for supported employment and day services have been losses in 
2006-2007, and the median margin for residential services shows a modest loss 
in 2007; only CSLA reports a surplus in both 2006 and 2007 

In conclusion the overall condition of providers shows deterioration. The financial status 
of providers is not good and is declining with Supported Employment (SE) being of most 
concern. 

Delegate Montgomery expressed concern about the losses in supported employment that 
may be an incentive for providers to cut employment programs and put people back in 
workshops. Mr. Romans asked what a reasonable operating margin would be, and Dr. 
Atkinson commented that in the hospital system the expectation is that hospitals 
consistently make 3-5% profit each year. He also commented that it is not a healthy 
situation for 34% of providers to be losing money. Another question was raised about 
commonalities among providers and services losing money. Dr. Atkinson replied that 
CSRRC looked at finances by region and there was not a disproportionate number in any 
one region, but they had not looked at it by service. Mr. Giovanis pointed out the 
commission asked Dr. Atkinson to look at everything in total and that they did not look at 
individual providers, as that is the role of DDA. The CSRRC role is to look at it on a 
macro level and systemic level. 

Next the task force reviewed the recommendations for the final report. At the outset, 
feedback was received on grammar and factual corrections in the draft report. Ms Lyle 
suggested that the task force include some language on transit! oning youth programs 
because these are the first to be cut in the legislature. Delegate Montgomery suggests 
tying the concept of these transitioning youth programs and supported employment into 
the larger workforce development movement. 

18 See Appendix #18 
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Mr. Johnson noted that after today's presentation by Dr. Atkinson, some changes to the 
tables on the financial condition of providers would be made to reflect the median 
number, which is a better indicator. A suggestion was made to clarify language 
describing these tables to indicate that despite the emphasis on funding increases for 
expansion of services in DDA, prior funding levels have not been sufficient to meet the 
demand, as evidenced by the large waiting list. Mr. Schnorf raised concerns about the 
sentence that talks about the state revenue growth and suggested that DDA budgets have 
not increased by double the rate of State revenue growth. Mr. Johnson offered to look 
into getting the actual state growth percentages and modifying that statement accordingly. „ 

Mr. Johnson provided the task force members with a letter from Dr. Lovell19 requesting 
alternate wording to the core principle dealing with equitable rates. Following a 
discussion about the proposed language, which sought to expand on the definition of 
equitable rates to include geographic and programmatic differences, the task force 
members chose not to adopt the proposed language. 

The issue of changing the assessment tool was discussed. The"Consensus of task force 
members was that the assessment tool should not be changed unless the funding was 
going to change. It was suggested that consideration of a change in the assessment tool 
should be included in a strategic plan for DDA. Mr. Johnson pointed out that draft 
recommendation #1 dealt with reassessing individuals more often to determine changes 
to their needs, as measured by their matrix levels. This recommendation is costly, with 
an estimated cost of $2.6 million per year to reassess every individual on a four-year 
cycle. Concern was expressed about limiting the reassessments to once every four years, 
as some consumers need more frequent reassessment and others need less frequent 
reassessment. It was generally agreed that assessments should account for major changes 
in an individual's status, such as a major medical event. However, it is unlikely that 
providers would request a reassessment if the individual's needs lessen. Providers on the 
task force expressed doubts that needs would lessen over time. In order to provide a 
benchmark to judge the value of reassessing all individuals receiving services, it was 
suggested that a pilot program of a randomly selected group of individuals be reassessed 
in addition to those self-selected by the provider. DDA needs to ensure that the 
assessments from the pilot program and the self-selected pool are representative of all 
providers and consumers at different levels of need. Finally, a proposal was made to use 
objective language, such as documented change in skill level, behavior or medical 
condition, to warrant a reassessment. 

For draft recommendation #2, which recommends updating rates annually, Delegate 
Montgomery suggested the words "reasonable increases" are ambiguous. The task force 
members agreed to change "reasonable increases" to "changes". Mr. Romans suggested 
that the task force consider allowing DDA to take back funds from providers that are 
above a certain profit margin and redirect the funds to those not doing so well, as is the 
practice in other State programs. There was concern from members that this would 
penalize providers that are efficient or that have successful fundraising activities in a 
given year. 

19 Appendix #19 
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Draft recommendation #3 replaces add-on rates with changes to the matrix. Mr. Johnson 
pointed out that this was a budget neutral proposal and should reduce administrative costs 
for both providers and the State. Mr. Schulz suggests that for some people the variations 
in what they need are so different that one flat level will not fit, so the recommendation 
should not completely eliminate add-on rates. 

Draft recommendation #4 deals with nursing issues. There were several suggested 
changes to the wording, especially concerning the authority of the task force to direct 
Board of Nursing actions. It was agreed that the task force would recommend that the 
Board of Nursing provide guidance to DDA on ways to limit nursing requirements. It 
was also agreed that this recommendation is not budget neutral, as DDA rates have not 
been increased in the past to reflect these mandated services. The task force members 
also expressed concerns about informing the legislature about funding needs when 
mandates are added through legislation or regulation. Representatives from the Board of 
Nursing questioned the basis for the recommendation, but subsequently provided 
clarification that regulation changes in 2004 and 2005 required that 45 day site visits be 
performed by registered nurses and that training programs be increased from 16 hours to 
20 hours. 

Draft recommendation #5 recommends revising the calculation of day and supported 
employment rates from 7-days/week to 5-days/week. This change would increase the 
funding levels dramatically. Consequently, it was recommended that the rate levels be 
adjusted to avoid creating a large surplus in these programs. ' 

The task force members agreed that phasing in rate system changes in a way that is 
intended to avoid creating "winners and losers", as proposed in draft Recommendation 
#6, was appropriate. There was a discussion about CSLA programs, which are 
experiencing positive operating margins (median margin 9.33% in FY07), although DDA 
audits are taking funds back as a result of audit disallowances. Any changes in future 
rates needs to account for these audit disallowances. 

The task force was supportive of recommendations #7 and #8, which do not change DDA 
policy, but request that DDA inform providers about nuances in the rate system. 

There were several general comments, including comments about congruity between the 
executive summary and the recommendations, and the lack of coverage in the final 
report/recommendations for programs such as New Directions waiver and residential. A 
discussion ensued about the costs of room and board for residential providers, with a 
recommendation to direct that future SSI increases be used to offset increases in room 
and board costs. This recommendation was not adopted by the task force. 

Mr. Johnson suggested another recommendation be added for DDA to develop a small 
work group to look at the specific changes in matrix levels. The task force members 
concurred. 
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Laura Howell from MACS provided public comments on measurement of provided 
services and establishing a benchmark of reasonable costs to provide services. She also 
suggested the task force acknowledge that cost reports reflect what people feel they can 
spend, and that the task force focused their recommendations on supported employment 
and not did not address residential services. 
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Findings and Recommendations of the Task Force 

Cost reports and audited financial statements submitted by providers to the 
Developmental Disabilities Administration indicate that the financial condition of 
providers has worsened in recent years. The Community Services Reimbursement Rate 
Commission uses the information submitted to DDA to evaluate the financial condition 
of providers. This is measured by the number of providers reporting negative operating 
margins (expenses exceed revenues) and negative net assets (liabilities exceed assets), 
and a review of median operating margins (revenues over expenses), median current 
ratios (current assets over current liabilities), and the percentage of providers with a 
current ratio less than 1 (current liabilities exceed current assets). Median margins and 
median current ratios are used, rather than a simple average (the mean), as the median 
excludes the effects of outliers of unusually high or low costs. Table 2 shows 
information from the Community Services Reimbursement Rate Commission 
summarizing provider financial status from FY 1999-2007 cost reports and audited 
financial statements. For 2007, all of the measures used to evaluate provider financial 
status would indicate that adjustments to the rates paid for services to individuals with 
developmental disabilities are warranted. 

Table 2 FY99 FY00 FY01 FY02 FY03 FY04 FY05 FY06 FY07 

% with 
negative 
margins 

20% 25% 43% 32% 22% 29% 23% 29% 34% 

Median 
margin 

3.1% 3.2% 0.7% 1.3% 2.5% 1.6% 2.3% 2.3% 1.6% 

Median 
current ratio 

1.9 1.4 1.8 1.7 1.8 1.7 1.7 1.4 1.4 

Number 
with 
negative net 
assets 

3 2 7 3 3 6 5 5 9 

% with 
current ratio 
< 1 

23% 26% 31% 28% 20% 24% 27% 27% 30% 

The Community Services Reimbursement Rate Commission also provided information 
evaluating the operating margins of developmental disability providers by service 
category. This information shows that the median margin for supported employment 
services has expenses that consistently exceed revenues, and the median margin for day 
services shows increased losses in the most recent year. Residential services have also 
shown losses in recent years, while CSLA services are operating with robust operating 
margins. Although CSLA services are doing well in recent years, the revenues 
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attributable to CSLA are small compared to other services showing losses and recently 
the DDA has indicated that the CSLA service margins could be reduced due to the result 
of audits. Table 3 shows the median operating margin for each service as a percentage of 
revenues. 

Table 3 Residential Day SE CSLA 
FY06 Median Margin 0.54 -0.20 -5.20 9.33 
FY07 Median Margin -0.97 -2.67 -4.43 7.65 
% of Revenue 61 19 11 9 

Table 4 shows the breakdown of the total funding increase in the community services 
budget for fiscal year 2000 until 2008. The annual budget increase for community 
services ranged from 7% to 12%, significantly higher than the growth in State revenues. 

Table 4 Community Services 
Budget Increase 

Overall 
% Change 

FY00 31,583,484 10.3% 
FY01 24,970,371 7.4% 
FY02 33,519.543 9.2% 
FY03 46,654,838 11.8% 
FY04 30,922,226 7.0% 
FY05 42,520,131 9.0% 
FY06 37,967,358 7.3% 
FY07 46,241,729 8.3% 
FY08 47,865,419 8.0% 

Table 5 shows the breakdown of the amounts of funding increases in DDA community 
services for expansion of services, annualization and rebasing of existing commitments, 
COLAs, wage increases and other inflation adjustments. This information shows that 
funding increases for expansion of services, annualization and rebasing have been more 
consistent than funding increases for COLA, wages and inflation. Excluding the direct 
care wage initiative, in 4 of the past 9 years there has been no inflation allowance for 
community programs, in two years the inflation allowance was $1.5 million, and in the 
other 3 years the inflation has been $6-$ 12 million. In comparison, the increases for 
service expansion and annualization have consistently been $20-$30 million each year. It 
should be noted that despite these increases in services, the waiting list for individuals 
with developmental disabilities seeking services through DDA continues to grow. 
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Table 5 Service 
Expansion 

Annualization/ 
Rebasing 

Wage Initiative 
Increase 

Inflation/Rate 
Increase 

Inflation/Wage 
% Change 

FYOO 11,609,913 18,473,571 0 1,500,000 0.5% 

FY01 12,208,872 6,072,905 0 6,688,594 2.1% 

FY02 11,951,019 10,792,874 0 10,775,650 3.1% 

FY03 12,241,067 16,743,097 16,170,674 1,500,000 4.7% 

FY04 12,362,958 4,005,661 14,553,607 0 3.5% 

FY05 13.592.198 11,140,192 17,787,741 0 4.0% 

FY06 9,997,196 11,730,587 16,239,575 0 3.3% 

FY07 23,786,334 6,215,820 16,239,575 0 3.1% 

FY08 12,633,352 21,440,758 0 12,036,923 2.1% 

The information from Tables 2-5 are somewhat contradictory, but might indicate a need 
for greater prioritization of funding for base programs and inflation in order to maintain a 
strong, viable provider network. 

In changing the rate system to adequately compensate providers for the services they 
render to individuals with developmental disabilities, the task force members agree that 
the rate reimbursement system must include the following core principles; 

• Rate system must support consumer driven choice 

• Rates must be equitable across all providers 

• There must be an objective method to determine the levels of services needed by 
each individual 

• Rates must be adequately funded, with regular inflation adjustments 

• Rates must be adjusted to reflect the changing needs of individuals 

After deliberation of the testimony, discussions and comments from the meetings, the 
task force endorses several specific recommendations for changes to the Developmental 
Disabilities Administration rate system. Because the overall budget impact of these 
recommendations is considerable, and certain changes have a compounding effect, the 
Developmental Disabilities Administration will need to act prudently in implementing 
these recommendations. Priority should be given to improving the rate system for 
supported employment and day services, which are the services with the greatest level of 
underfunding based upon recent cost reports. 

The recommendations of the task force are as follows: 

1. Assess consumers receiving DDA-funded services on a regular basis using a 
reliable assessment tool. 
The Task Force had much discussion about the changing needs of individuals served 
in community programs, especially noting differences in services needed due to the 
aging of the DDA population. The current rate setting process freezes the payment 
level based on the initial assessment, which does not allow for adjusting the 
reimbursement based on changes in the individual's needs. This recommendation 
would institute an assessment of individuals with a documented change in skill level. 
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behavior or medical condition, in order that the reimbursement system recognize the 
changing needs of the population. Further, in order to assess if more comprehensive 
assessments of all individuals is needed, DDA should assess a random sampling of 
individuals each year. There would be a cost of approximately $1 million to conduct 
2,500 assessments, and there is likely to be an increase in rates to reflect the changing 
needs of the population, although the amount is indeterminate. The costs of the 
assessments and the subsequent increase in rates are not specifically included in the 
current DDA budget. DDA may consider adopting a new assessment tool, especially 
for new services funded through rates or for new waiver services. The adoption of a 
new assessment tool should not be implemented in a way that reduces revenues from 
the current rate system. 

2. Update the rates annually to account for changes in costs. 
The Task Force also heard testimony from many sources about the need to provide 
inflation adjustments annually. While the wage initiative provided substantial 
increases in funding for direct care wages and fringe benefits, no funding allowances 
were made for costs of utilities, food, insurance, vehicles, "dental services and other 
routine operating costs during that period. Subsequent "COLA" adjustments have 
been deemed inadequate to address routine operating costs (utilities, food, insurance, 
vehicles, dental services, etc.), leaving no funding for salary and fringe benefit 
increases. Future rate updates must address both salary and non-salary items to 
portray actual cost of operations for community providers, as recommended by the 
Community Services Reimbursement Rate Commission. It is recommended that the 
cost reports submitted to DDA be used to compile a "market-basket" of provider 
costs that can be used to develop weights for proportions of input costs which could 
be used for the update adjustment. 

3. Revise matrix to add components that will replace add-ons to rates by 

accounting for those services within the matrix. 
The matrix provides reimbursement rates for certain needs, but add-on rates are 
sometimes needed to address costs, such as awake overnight supervision, that exceed 
the matrix schedule. Add-ons must be requested by the provider and approved at the 
discretion of the DDA. In FY08, 26% of billed services have an add-on rate, which 
increases billing by requiring more information from the provider and more review on 
the part of the DDA. Expanding the matrix to eliminate or reduce add-ons will result 
in administrative efficiencies for both providers and State/DDA, as reimbursement 
can be handled through the existing rate system in an objective manner. Expanding 
the matrix will allow new matrix scores that incorporate some aspects of the add-ons 
to be funded as part of the rate reimbursement process. DDA should establish rates to 
make implementation of this action budget neutral. The add-on rates for certain 
services may still need to continue as those services may not lend themselves to the 
matrix. 
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4. Adjust the administrative component of the rates to add costs for the nursing 
assessment and training. Further recommend that the Board of Nursing provide 
guidance to the Developmental Disabilities Administration on ways to reduce the 
frequency of nursing assessments and training hours. Finally the task force 
encourages the Board of Nursing to work with the Developmental Disabilities 
Administration on future regulation and statute changes to include the fiscal 
impact on providers. 
The Board of Nursing requirement for frequent assessment of consumers by nursing 
professionals has resulted in an unfunded mandate for providers, increasing nursing 
costs and increasing costs for training nursing employees, without a commensurate 
increase in rates. The task force recommends that an allowance be included in the 
administrative component of the rates for nursing assessments and training. The task 
force also recommends the Board of Nursing provide guidance to the Developmental 
Disabilities Administration on ways to reduce the frequency of nursing assessments 
and training hours for providers of developmentally disabled services without 
decreasing quality of care and include such in the Board of Nursing requirements. 
Finally, the task force noted that prior regulation changes by the Board of Nursing did 
not include the fiscal impact on providers. The task force encourages the Board of 
Nursing to work with the Developmental Disabilities Administration on future 
regulation and statute changes to include fiscal impact on providers. 

5. Revise the calculation for the day services rates to change from a 7-day basis to a 
5-day basis. ' 
Currently the rates being paid to providers of day services are based on seven days of 
service per week. Because these services are offered only five days per week, a 
provider will only get 5/7 of the payment. Providers assert that this calculation is 
causing them to be underfunded. According to an analysis done by DHMH this 
change would have resulted in an increase in payments in FY06 of approximately 
$14.6 million in day services and $8.2 million in supported employment.to the DDA 
budget. However, the FY06 costs report indicates losses of $7 million for supported 
employment and a break-even situation for day services. Changes are merited in the 
rates but adjustments must be made to ensure that services are not over-funded. 

6. Phase-in rate system changes in a manner that does not reduce revenues for 
providers. 
The task force recommends that any changes not be implemented in a way that is 
intended to reduce funds for certain providers in order to fund increases for other 
providers. Rather than creating "winners and losers", changes in rates should be 
phased-in over time, gradually implementing enhancements to the rate system. 

7. Inform community providers of the methodology for creating service hours in 
CSLA to allow providers to count hours provided to 2 or 3 individuals at the 
same time and place. 
For providers that have residents that include 2 or more people, services can be 
provided to more than one individual at the same time. Some providers were under 
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the impression that they could only bill for 2 hours. It is efficient to provide services 
to more then one individual at the same time and is presently allowed within the DDA 
rate system. Currently providers can bill for each individual served as compared to 
the aggregate hours served in the residence. 

8. Inform community providers of exceptions to the attendance requirements for 
supported employment of 4 hours per day. 
DDA regulations generally require that individuals engage in 4 hours of supported 
employment per day before a provider can receive reimbursement, but exceptions 
may be granted. Testimony indicated that several providers were not aware of the 
exception to this requirement. DDA regulations state that as long as the Individual 
Plan (IP) stipulates the individual cannot engage in 4 hours of program activities then 
a provider can be reimbursed for a full attendance day if the individual works less 
than 4 hours. There is some flexibility in the system that allows exceptions so that 
providers can bill for those hours spent in supported employment to day or ISS 
systems. 

"X. 
Finally, adopting specific changes to the DDA rate system will involve lengthy, detailed 
review of data. It is the recommendation of the task force that Developmental 
Disabilities Administration involve a small workgroup to conduct the reviews and 
develop specific changes in the rate system. 
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APPENDIX #1 
MARTIN O'MALLEY, Governor Ch. 33 

CHAPTER 33 

(Senate Bill 485) 

AN ACT concerning 

Task Force 

Dovolopmontal Dioabilitios to Study the Developmental 
Disabilities Administration Rate Pavment Systems 

FOR the purpose of ODtabliphing the Tank Forco on tho Structural Undor Funding of 

of Health and Mental Hygiene to establish the Task Force to Study the 

Developmental Disabilities Administration Rate .Payment Systems: providing 
for the membership of the Task Force; requiring the Ta"k Forcc to clcct 

Secretary of Health and Mental Hygiene to appoint a chair; requiring the 

Department of Health and Mental Hygiene to provide staff for the Task Force; 
providing for the duties of the Task Force; prohibiting members of the Task 
Force from receiving certain compensation; authorizing members of the Task 
Force to receive certain assistance upon approval of the Secretary of Health and 
Mental Hygiene; requiring the Task Force to report to the Governor, the Senate 

Finance Committee, the Senate Budget and Taxation Committee, the House 
Health and Government Operations Committee, and the House Appropriations 

Committee; providing for the termination of this Act; and generally relating to 
the Task Force nn tT-m TTnr|nr p1irir^|Tlg 0f rommunity Scrviccc for 

Individual;: with Dioabihtioo to Study the Developmental Disabilities 

Administration Rate Pavment Systems. 

Preamble 

WHEREAS, Community services for individuals with developmental disabilities 
should be high quality and individuahzed to meet each person's needs; and 

WHEREAS, 22,000 individuals with developmental disabilities, with over 
16,000 more on the Waiting List, depend upon the community services funded by the 
State of Maryland; and 

WHEREAS, The viability of community services for individuals with 
developmental disabilities is threatened by structural under—funding; and 



Ch. 33 2007 LAWS OF MARYLAND 

WHEREAS, Maryland ranks 44th nationally in its fiscal effort to fund and 
support services for individuals with developmental disabilities; and 

WHEREAS, National best practices in community-based supports include 
self-directed services and customized employment; and 

WHEREAS, Without a timely solution to the structural under—funding. 
State-funded community—based providers will be unable to continue to provide quality 
services that are accessible throughout Maryland; now, therefore, 

SECTION I. BE IT ENACTED BY THE GENERAL ASSEMBLY OF 
MARYLAND, That: 

(a) Thcro ic a Taali Force on tho Structural Under Funding of Community 

and Mental Hygiene shall establish a Task Force to Studv the Developmental 

Disabilities Administration Rate Pavment Systems. 

(b) The Task Force con^iGtc shall consist of the following members: 

(1) One member of the Senate of Maryland, appointed by the 

President of the Senate; ' 

(2) One member of the House of Delegates, appointed by the Speaker 
of the House; 

(3) The Secretary of Health and Mental Hygiene, or the Secretary's 

(4) The Secretary of Budget and Management, or the Secretary's 

(5) One representative from the Maryland Association of Community 

(6) One representative from the ARC of Maryland; 

(7) One representative from People on the Go; 

(8) Four representatives of Developmental Disabilities 
Administration-funded community-based providers, including a provider of 

designee; 

designee; 

Services; 
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residential supports, a provider of supported employment supports, a provider of day 
habilitation services, and a provider of community-supported living arrangements; 

(9) One representative from the Community Services Reimbursement 
Rate Commission; 

(10) One individual vath G^portiac on rate cyatcmj for communit}1 

DQrvioa3 m other ctatc^ One individual familiar with rate svstems for commnnitv 
services in Maryland and in other states: and 

£11^ One representative from the Developmental Disabilities Connril. 

(c) The Secretary of Health and Mental Hygiene shall appoint the 

nondesignated members of the Task Force. 

(d) The Taok Force memborG shall elect a chair Secretary of Health and 
Mental Hygiene shall appoint the chair of the Task Force from its membership. 

(e) The Department of Health and Mental Hygiene shall provide staff for the 
Task Force. 

(f) A member of the Task Force may not receive compensation as a member 
of the Task Force but is entitled to reimbursement for expenses under the Standard 

State Travel Regulations, as provided in the State budget. 

(g) On approval of the Secretary of Health and Mental Hygiene, the 
Department shall provide assistance to members requiring additional services to 
attend meetings of the Task Force. 

(h) The Task Force shall: 

(1) Review the existing rate system for community-based services 

* funded by the Developmental Disabilities Administration and determine its strengths 
and weaknesses; 

(2) Identify current mandates for service delivery; 

(3) Consider costs as reported in the Developmental Disabilities 
Administration's cost report: 

^ (4] Compare the cost of current mandates for service delivery to the 
level of funding provided by the State; 
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^ (5} Identif}' Consider promising practices in rate systems in other 
states that fund appropriate and individualized supports in a cost-effective manner, 
which are consistent with local and national best practices; 

^ (6) Identify changes in the reimbursement system that further 
support self-directed services and implementation of best practices; and 

^ (7} Develop recommendations to address the problem of the structural 
under-funding of community services. 

(i) The Task Force shall report its findings and recommendations by 
December 31, 2007, to the Governor, and, in accordance with § 2-1246 of the State 
Government Article, the Senate Finance Committee, the Senate Budget and Taxation 
Committee, the House Health and Government Operations Committee, and the House 
Appropriations Committee. 

(j) After the Task Force has submitted its final report, the Task Force shall 
continue to advise the Governor and the Maryland General Assembly on the 
implementation of its recommendations. 

SECTION 2. AND BE IT FURTHER ENACTED, That this Act shall take effect 
July 1, 2007. It shall remain effective for a period of 1 year and 1 month and, at the 
end of July 31, 2008, with no further action required by the General Assembly, this 
Act shall be abrogated and of no further force and effect. 

Approved by the Governor, April 10, 2007. 

-4- 



MARTIN O'MALLEY, Governor Ch. 34 

CHAPTER 34 

(House Bill 1009) 

AN ACT concerning 

Task Force 

Individualo with Dcvolopmontal Dipabilitioo to Study the Developmental 

Disabilities Administration Rate Payment Systems 

FOR the purpose of 

Community 
c Task Foroo on tho Structural Under Funding of 

requiring the Department 
of Health and Mental Hygiene to establish the Task Force to Study the 

Developmental Disabilities Administration Rate Payment Rvstemsr providing 
for the membership of the Task Force; requiring the Tack Forco to cloct 
Secretary of Health and Mental Hygiene to appoint a chair; requiring the 

Department of Health and Mental Hygiene to provide staff for the Task Force; 
providing for the duties of the Task Force; prohibiting members of the Task 
Force from receiving certain compensation; authorizing members of the Task 
Force to receive certain assistance upon approval of the Secretary of Health and 
Mental Hygiene; requiring the Task Force to report to the Governor, the Senate 

Finance Committee, the Senate Budget and Taxation Committee, the House 
Health and Government Operations Committee, and the House Appropriations 

Committee; providing for the termination of this Act; and generally relating to 
the Task Force on the Structural Under Funding of Community Scrvicoci for 

Individuals vdth Disabilitioo to Study the Developmental Disabilities 
Administration Rate Payment Systems. 

Preamble 

WHEREAS, Community services for individuals with developmental disabilities 
should be high quality and individualized to meet each person's needs; and 

WHEREAS, 22,000 individuals with developmental disabilities, with over 
16,000 more on the Waiting List, depend upon the community services funded by the 
State of Maryland; and 

WHEREAS, The viability of community services for individuals with 
developmental disabilities is threatened by structural under—funding; and 
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WHEREAS, Maryland ranks 44th nationally in its fiscal effort to fund and 
support services for individuals with developmental disabilities; and 

WHEREAS, National best practices in community-based supports include 
self—directed services and customized employment; and 

WHEREAS, Without a timely solution to the structural under—funding. 
State-funded community-based providers will be unable to continue to provide quality 

services that are accessible throughout Maryland; now, therefore, 

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF 
MARYLAND, That: 

(a) There io a Taak Force on the Structural Under Funding of Community 

and Mental Hygiene shall establish a Task Force to Studv the Developmental 
Disabilities Administration Rate Payment Systems. 

(b) The Task Force shall consist of the following members: 

(1) One member of the Senate of Maryland, appointed by the 

President of the Senate; , 

(2) One member of the House of Delegates, appointed by the Speaker 

(3) The Secretary of Health and Mental Hygiene, or the Secretary's 

(4) The Secretary of Budget and Management, or the Secretary's 

(5) One representative from the Maryland Association of Community 

(6) One representative from the ARC of Maryland; 

(7) One representative from People on the Go; 

(8) Four representatives of Developmental Disabilities 
Administration-funded community-based providers, including a provider of 

of the House; 

designee; 

designee; 

Services; 
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residential supports, a provider of supported employment supports, a provider of day 
habilitation services, and a provider of community—supported living arrangementsj 

(9) One representative from the Community Services Reimbursement 
Rate Commission; ssd 

(10) Onn indivirln1 wrf]"! ^n n-p "y^tcmc for comrn.Tmi'^3" 
oomcoD m other otatoo One individual familiar with rate systems for community 
services in Maryland and in other states: and 

£11) One representative from the Developmental Disabilities Counnl. 

(c) The Secretary of Health and Mental Hygiene shall appoint the 

nondesignated members of the Task Force. 

i.. 
(d) The Tasli Force mombcrc shall cloct a chair Secretary of Health and 

Mental Hygiene shall appoint the chair of the Task Fornp from its membership. 

(e) The Department of Health and Mental Hygiene shall provide staff for the 
Task Force. 

(f) A member of the Task Force may not receive compensation as a member 
of the Task Force but is entitled to reimbursement for expenses under the Standard 
State Travel Regulations, as provided in the State budget. 

(g) On approval of the Secretary of Health and Mental Hygiene, the 
Department shall provide assistance to members requiring additional services to 
attend meetings of the Task Force. 

(h) The Task Force shall: 

(1) Review the existing rate system for community-based services 
, funded by the Developmental Disabilities Administration and determine its strengths 
and weaknesses; 

(2) Identify current mandates for service delivery; 

Consider costs as reported in the Developmental Disabilities 
Administration's cost report: 

^ (4} Compare the cost of current mandates for service delivery to the 
level of funding provided by the State; 
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(=4j (5) 'Identify' Consider promising practices in rate systems in other 

states that fund appropriate and individualized supports in a cost-effective manner, 
which are consistent with local and national best practices; 

(6) Identify changes in the reimbursement system that further 

support self-directed services and implementation of best practices; and 

^ (7} Develop recommendations to address the problem of the structural 
under-funding of community services. 

(i) The Task Force shall report its findings and recommendations by 
December 31, 2007, to the Governor, and, in accordance with § 2-1246 of the State 
Government Article, the Senate Finance Committee, the Senate Budget and Taxation 
Committee, the House Health and Government Operations Committee, and the House 
Appropriations Committee. 

(j) After the Task Force has submitted its final report, the Task Force shall 
continue to advise the Governor and the Maryland General Assembly on the 
implementation of its recommendations. 

SECTION 2. AND BE IT FURTHER ENACTED, That this Act shall take effect 

July 1, 2007. It shall remain effective for a period of 1 year and 1 month and, at the 
end of July 31, 2008, with no further action required by the General Assembly, this 
Act shall be abrogated and of no further force and effect. 

Approved by the Governor, April 10, 2007. 
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APPENDIX #2 

Maryland Developmental Disabilities Administration 

Fee Payment Service (FPS) History 

October 12, 2007 

FPS was developed using the Prospective Payment System (PPS) as the base. 

PPS was based on two rates - a client and a provider component. 
o The provider component was based on four cost centers - administrative, 

general, capital and transportation (A, G, C, & T). Each provider's 
AGC&T was based on costs reported through cost reports. 

o The client component was for direct care and tied to a matrix of twenty- ■ 
five levels of need. This component also included regional rate 
adjustments that increased for certain high-cost areas (Washington and 
Wilmington Metro) and decreased for rural areas. The client component, 
with the exception of the regional adjustments, was the same for all 
providers. 

PPS developed into a system of inequitable payments, tven if the costs for two 
providers were similar, the provider that was able to document higher costs 
received higher payments than the provider that was not able to do so. 
DDA implemented cost containment measures on the provider component by 
placing ceilings floors and ceilings on the year-to-year changes in AGC&T. 

To "fix" PPS, DDA and the provider community developed FPS which is the 
current payment system used to reimburse providers for residential, day and 
supported employment services. 
FPS was effective May 1, 1998. 

FPS is also based on two rates — the provider and individual component, 
o The provider component pays a flat rate for A, G, C, & T. This'was 

arrived at in a cost-neutral manner by bringing all providers to the 
weighted mean AGC&T. Doing so meant some providers gained money 
and others lost money over the four-year phase-in period, 

o The individual component was unchanged and continued to be based on 
direct care and tied to a matrix of twenty-five levels of need. This 
component also included regional rate adjustments that increased for 
certain high-cost areas (Washington and Wilmington Metro). 

Those agencies with higher provider components than the mean under PPS were 
phased in under FPS - 3% decrease from the July 1, 1997 funding level as of May 
1, 1998; 7% decrease as of December 31, 1998; and 12% decrease as of 
December 31,1999. 

DDA continued to fund augmentation contracts for residential and day programs 
(payments for services not reimbursed through the rates) until July 1, 2002 when 
these services were reimbursed via FPS add-on rates. 

DDA began reimbursing providers for supported employment services through 
FPS as of July 1, 2002. 

Problems with FPS 
o FPS is a funding system that reimburses providers for congregate services. 

This means providers must base their costs on a congregate service model. 



and such a model may create problems for providers as they try to deliver 
individualized services. As an example, if a provider is staffing a three- 
person ALU and one person moves out, the provider still has the full 
expenses for the ALU but one-third less revenue. 
FPS's system of add-on components, while solving the problem of 
separate augmentation contracts, is not fully compatible with the 
congregate-services funding model. It is difficult to reconcile the 
additional hours provided with add-ons with the shared hours in the base 
rates. 
A better system for today's service philosophy would be one similar to the 
CSLA Payment System in which reimbursement for services is based on 
each individual's needs. 
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APPENDIX #4 

Maryland Developmental Disabilities Administration 

DD Services Payment Systems of Other States 

October 12, 2007 

Alabama 

Alabama uses standard rates for day habilitation services. They have eight levels of payments: 
four levels without transportation and four levels with transportation (reimbursed at $6 per day). 
The first three levels of each are determined using the ICAP (Inventory for Client and Agency 
Planning) assessment tool and the fourth level for each is for people needing 1:1 support. The 
transportation rates are used if the provider must transport the individual at least ten miles as the 
crow flies. 

The residential rates are determined by a spreadsheet completed by providers. The provider fills 
in how many hours of support a person needs during the day and at night and also enters the 
number of people to be served at the site. The spreadsheet then calculates the rate of reimburse- 
ment. Alabama is spending $179 per day on average for residential services, or about $65,000 
per year. 

Arkansas 

Arkansas uses a cost-reimbursement system based on review of individual plans. Plans are re- 
viewed and services and costs are preapproved up to a maximum for the service. The maximum 
for individual or group supportive living is $160 per day, or about $58,000 per year. The maxi- 
mum for their "pervasive level of support" is $356.32 per day or about $130,000 per year. If the 
plans indicate the high cost level, then a standardized assessment (they use the ICAP) must be 
administered and other documentation provided before the high costs are approved. If consum- 
ers share staff, as in a congregate setting, then the staff costs is divided equally or prorated ac- 
cording to the individuals' needs. 

Georgia 

Georgia pays an hourly, daily, or monthly rate based on the type and frequency of service. The 
service components and frequency are determined by the Individual Service Plan. They have re- 
cently started using the AAEDD Supports Intensity Scale (SIS) to help determine the services, 
and their intensity, to be included in the ISP. 

For residential services, Georgia pays a daily rate of $155.56 per day for 324 days (6.2 days per 
week), which equates to $50,401 per year. Day services may include day habilitation, supported 
employment, or day supports. Day Habilitation is the traditional facility-based service and is re- 
imbursed hourly up to $17,510 per year. Supported employment is reimbursed hourly up to 
$6,912 per year. Day supports may include facility-based services but must include nonfacility 
community activities. Day services are paid by a monthly unit unless an individual is not able to 
receive a minimum number of hours per month, in which case hourly units may be billed. The 



monthly rate is $870.83, or $10,450 per year. Georgia is planning to implement new payment 
systems as a result of the recent approval of new HCBS Waivers. 

Kentucky 

Kentucky pays per diem rates for residential-type services. Foster care is reimbursed at 
$112.49 per day ($41,059 per year), group homes are paid $126.35 per day ($46,118 per 
year), and staffed residences (small individualized homes) receive $168.46 per day ($61,488 
per year). 

Day services, called "Adult Day Training," are reimbursed in fifteen-minute increments 
equating to $10-$ 12 per hour, depending whether the service is on or off site. Kentucky also 
adds intensity payments to the standard rates for individuals with high NC-SNAP (North 
Carolina-Support Needs Assessment Profile) scores. 

Mississippi 

Mississippi pays $55 per day ($20,075 per year) for supervised residential habilitation apart- 
ments serving no more than three individuals who receive 24/7 support. However, the pro- 
viders of these services are regional centers, schools, and mental health centers, so it is 
possible the rate does not cover costs that may be subsidized by other means. Mississippi 
also pays $21 per hour for supported living using on-call staff for a maximum of seven 
hours per week. Day habilitation is paid at $14.28 per hour and prevocational services re- 
ceive $11 per hour. Again, these providers are regional centers, schools, and mental health 
centers. 

North Dakota 

North Dakota offers a range of residential and day services, including supported living ar- 
rangements, apartments, supported employment, and day programs. With all of the services, 
the North Dakota Department of Human Services negotiates initial rates with each provider 
at the beginning of the fiscal year, requires the providers to submit audited cost reports after 
the fiscal year is over, and reconciles payments to each provider's costs. 

Ohio 

Ohio has guidelines for paying for homemaker/personal care staff employed by companies 
and for those independently employed. Direct-support staff is paid $10.39 plus fringe, and 
supervisors are paid $15.86 per hour plus fringe. 
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STATE OF MARYLAND APPENDIX #5 

DHiVlH  

Maryland Department of Health and Mental Hygiene 
201 W. Presion Street • Baltimore, Maryland 21201 

Mmii» O'MaUcy. Gcmssaat- Aidhaay G. Brown. Li, Gowewior - Jute M. Coimiss, Se«w»y 

DevelopmsntaJ Disabilities AdmimstratioE 
S. CSiapmac, DirectBr 

TO: DDA Rate Task Force Members 

FROM: Audrey S. Waters 
Acting Deputy Dir 

DATE: November 21, 2007 

RE: Information 

A ife it i it it afc * It iif ^ ^ v iff Sc ^ ^ifc it ^ ^ ^ 

Attached are several documents to review before otff next .meeting: 

• CSRRC .Analyses of FY 2006 Cost Reports 

• CSRRC Direct-Support Worker Wage Rates of DDA Providers - Fiscal Year 2006 

• CSRRC The Financial Situation of Providers of Community Services Contracting with DDA. Fiscal 
Years 1999 through 2006 

• State of the States in DD;2005 - Waiting List Information 

• Individual Indicator Rating Scale Information 

• Developmental Disabilities Support Needs Assessment Profile (DD-SNAF) Information 

• AAMR-Supports Intensity Scale (SIS) Informslion 

• Inventory For Client and Agency Planning (ICAP) Information 

Have a happy holiday, I look forward to seeing you at our next meeting 

Toll Free 1-S7--4MD-DHMH • TTY for Disabled - Maryland .Relay Semcc l-S0£i-7?5-2258 
Web Site www.dhmh.statt.nid.us 



South Dakota 

South Dakota uses spreadsheet models to determine individual costs using such factors as 
ICAP scores, type of service, number of hours of service, medical services needed, and 
county economic adjustments. Answering questions and filling in data on the spreadsheets 
produces per-diem rates for each person. 

Texas 

Texas uses standard rates for their community services. They pay per-diem rates for residen- 
tial and day habilitation services. For residential services, the rates range from $87.97 to 
$129.56 per day ($32,105-$47,289) based on level of need. They pay $211.72 per day 
($77,278 per year) for a high level of need individual. For day habilitation, the rates are 
$18.47 to $46.18 per day ($4,618-$ 11,545 for a 250-day year) with a high need rate of 
$184.75 per day, or $46,188 per year. Supported employment is paid with and hourly rate of 
$23.52, and supported living is paid with an hourly rate of $i_7.75. 

Washington 

Washington recently developed a new assessment process and rate calculator that is sched- 
uled to be fully implemented by July 1, 2008. The system uses the SIS to determine six lev- 
els of support, and the rates have an economy of scale adjustment. Washington currently is 
paying on average $194.21 per day ($70,887/year) for supported living and $268.69 per day 
($98,072/year) for staffed residential services. 
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Communm' Services Reimburssms-m Raie Commission 

Analyses of FY 2006 DDA Cost Reports 

June 2007 

Execnttve Snmmarj 

Providers appear to be incurring losses on day and supparEed ernploymest programs. These 
losses may be due to increased transportation costs. ResidendaJ services generally operated at a 
slim posim'e margin in 2005 and 2006, and a slim negative margin in 2004 and 2005. CSLA 
services were generally profitable in 2006. as was the case is prior years. 

Ill trod BctioQ 

Use CSRRC is required by its enabling legislation to: 

Review the data reported in the Developmental Disabilities AdministraaioB 
.Annual Cost Reports and use the data to develop relative performance measures 
of providers. 

To this end 120 Cost Reports for fiscal year 2006 were obtained from the Developmental 
Disabilities Administration (DDA), key fields from these cost reports were extracted and input 
into a database for analysis, and the analysis described is mis report was then carried out 

To avoid any misunderstanding it will be worthwhile to discuss bow the term "relative 
performance measures" is being interpreted for this purpose. The cost reports provide data on 
costs, revenues and utilization, so the performance measures that can be generated using the Cost 
Reports are necessarily fmnncigl and utilization measures. Accordingly, the measures that result 
are comparisons of providers with one another. As such they do not represent comparison with 
some objective standard. It will not be possible to develop outcomes measures from these data. 

Questions to be addressed 

Some specific questions 'will be addressed by this analysis. Tiie first roan will be to provide 
some general descriptive information regarding the range of services provided. The second will 
be the relative profitability of the different tjpes of services provided, i.e.. day Services, 
residential services, employment services, and community supported living arrangements 
(CSLA), in total and by provider. The FPS includes two components to rates: a client component 
that varies depending upon client needs, and an administrative component that is a fixed amount 
per day for the particular service. In response to the directive to study iransportaaon costs the 
transportation costs and mileages will be studied. 



Analysis and resales 

Descriptive statistics 

The following able presems some summary statistics from die Cost Reports. In this table 
medians are presented rather trmn means as they are less influenced by outliers. 

Table 1: Siimmary staiisiics- fisca] year 2006 

CSLA Residenuaj Day Employment 

# of providers 71 96 62 65 

Median Margin 9.33%1 0,54%! -0.20%! -520%! 

Median Cost/Day £83.70 S192,78 S70.85 $70.86 

Percentage of re venue 10% 60% - J 9% 11% 

These data suggest that providers are profiting from the pFovision of CSLA sendees, and are 
generally losing money on supported employment services. These results are generally consistent 
with the results found for fiscal years 2002 through 2005. CSLA services were implemented 
relatively recently., and recently enrolled clients are reported to be more profitable than clients 
who have been with a provider for an extended period of time. The paymems for CSLA 
comprise only abom 10% of the total expenditures on community services. 

Transportation costs 

The FY 2003 Cost Report was the nrsi in which detailed data on n-ansportation costs and 
utilization were collected. These data were examined and large differences among providers in 
transportation costs were noted. However, due to problems with the data reported the analysis of 
transportation costs was delayed. The quality of the transportation data did appear to be 
somewhat improved in the FY 2004 Cost Reports, although there were still some obvious 
problems. The survey form'; and instructions were substantially revised for the FY 2005 survey 
to reduce any ambiguity as to what should be reported. The FY 2006 Cost Report used the same 

• forms as the FY 2005 Cost Report While the data have improv ed over time, there are clearly 
inconsistencies in the ways in which the transportation cost data are being reported, so the results 
presented below should be interpreted with caution. This is particularly the case for results by 

5 The median margin was calculated by first calculaiiug the margin for each provider, 
then calculating the median of these margins. It is not calculated from the median re venue and 
median expense. 



Community Services Reimbursement Rate Commission 
region, where the number of providers included is often qoire small. 

The following tables provide summaries of the traBspoitanon costs per day and per mile. 

Day Supported 
Kmplnvment 

CSLA Residendal' 

State Median SI 1.99 S8.94 S2^2 S6.77 

Central median SI 1.35 SI 0.54 S3.06 $7.31 

East median S9.97 S7.73 S2.ll S4.90 

South median S16-65 $9-10 S2.83 S10.55 

West Median $11.58 S8.64 S2.45 S5.51 

variations. 

Table 3: Transportaiioii cost pgr mile 
Dav Supported 

' Employment 

Slate Median S1.58 SI.02 

Central .median 1 SI.42 SI.24 

t East median SI.10 SO.61 

South median I S2.64 SI.06 

CSLA 

S0.72 
SI.57 

SO.63 
S0.44 

Residential 

S0.61 
SI .40 
S0.31 
SO. 72 

i West Median S1.77 SO. 72 SO. 11       j SO. 74     

The numbers of cases within the regions are small, so the medians are subject to statistical 
variations. 

Residential 
Table 4; Median numbers of clients and miles per trip 

Supported 

Caveats and comments 

Transportation costs are a major issue for day and supported employment sen-ices. For 
residential services providers the transportation requirements are smaller, and more \ msd in 
their nature, with transportaBon of residential clients to day programs generally being pro\ ided 
by the day program. 

2 The Commission considers tbs residsmial nansportaxiaa costs reponsd sere to be raibsr nip given the natare of 
tfas iranaxsiaDOB services provided to residantia! clients, and the feet thai me trauspiKtaiion to ds>' programs ts 
gsoerally provided by fee day progranj raibsr man the residential program. This issue will be revisited when ise . . 
2007 Cost Reports become available. 



The data sail showsubstandaJ variaooc berw-een providers in the costs. By reponins medians, the 
impact of these variations is reduced, but not eiiminated. 

The capita] cost for vehicles is based on depreciation. This imdsresdroates the real cost in thai it 
does not account for iniktioii. Also, many providers are likely to have vehicles that are fully 
dspFccisisd so are not Donmbmiiig any dsprcciaiion cost. 

Conclusions 

Pro\"iders appear to be mcuning losses on day and employment programs. These losses may be 
due to increased transportation costs. Residential services operated at a slim positive marcnn in 
2003 and 2006, and a slim negsdve margin in 2004 and 2005. CSLA services were generally 
prGiitable. Even in services in which lie median margin is positive there are still a substantial 
mimber of providers with negative margins, and conversely for services in which the median 
margin is negative. 

CSs^ae^mre_5-20O7Coa_n?5ari_23aS.floc 



Direct-Support Worker Wage Rates of DDA Providers - 

Fiscal Year 2006 

Eiecnth e Summary 

The results reported in this paper are based on wage surveys of providers contacting wttb DDA. 
Tbe data on wages were for a pay period in February 2006 and for the ernire fiscal year 2005. as 
well as pay period surveys &om prior years. Hie data reported has been checked by DDA and 
CSRRC staff. In addrtioa. the providers have been required, sace 2004. to have the data attested 
to by their independent auditors. 

Tne wage rates of Direct-Support Workers increased by 6.3% from FY 2004 to FY 2005 and by 
1.8% from FY 2005 to FY 2006, The wage rates of first line supervisors increased by 7.8% from 
FY 2004 to FY 2005, tban declined by 1.3% from FY 2005 to FY 2006. 

Tne fringe benefit percentage and the amount paid as bonuses were basically unchanged between 
2004 and 2005. 

Through FY 2005 fringe benefits remained relatively constant at 20% of wages, although the 
amount paid for fringe benefits increased by $6.4 million from FY 2004 to FY 2005. 

Data on bonuses and fringe benefits are naturally reported on an annual basis, not for a pay 
period, so are gathered in December. As a result the data for FY 2006 on bonuses and fringe 
benefits are not yet available, and the data provided for these elements are for FY 2005. 

The direct-support worker hourly wage rats for FY 2005 reported in the Annual Wags Survey 
was very close to that reported in the February 2005 pay period survey. 
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Introduction 

Tbt Community Services Reimbursement Rale Commission (CSRRO is required by its enabling 
ssasae to compare fee increase in the wages paid by providers of communir. services tiial 
contract wrMj fee Developmaatal Disabilities Administrariofn CUD A) with the rate increases 
provided in fee rales paid by DDA. In order to comply wife this requiramant the CSRRC 
designed a survey msmansm, and each year, in coopsraiion with DDA. carries out a survey of - 
fesse providers. The most recent sanrey asked for infonaarioii on wages paid durins a pay period 
in February 2006. Surveys were sent to 320 providers and 118 of these providers responded to 
the survey. Two of fee responses were not usable for purposes of this analysis, so ] 16 responses 
were used for fee analysis reported below. 

DDA is collecting Annual Wage Surveys feat are due December 1 following fee end of fee fiscal 
year. These .Annual Wage Surveys will replace fee February pay period survey in future years, 
so no pay period survey is planned for 2007. ' * 

This paper reports fee results and conclusions from fee Februsry 2006 pay period survey, 
compares fee results of fee FY 2005 Annual Wage Survey and fee February 2005 pay period 
survey, and provides trends in fee wage rales, fringe benefit percentages, staff mrnover rates, and 
vacancy rales. 

Design and testing of the survey instniment 

The first step in fee design of fee survey instrument was a review.' of survey instruments 
previously used to collect data from these providers. The design of fee survey instrument was 
done in conjunction wife fee Technical Advisory Group on DDA issues, who reviewed fee 
instrument provided input on fee types of data available and nomenclature, and suggested 
changes.. The instrument used in FY 2000 had been field tested by two pnwiders, and modified 
based on their input pnor to its use. Based on fee response to thai survey. and fee FY 2001 
survey, additional minor changes were made to fee FY 2002 survey form. The survey forms used 
lor FY 2003 were expanded to include more detail on fringe benefits and bonuses. The survey, 
without the fringe benefit form, and with some minor editorial changes was used again in FY 
2004. For FY 2005 fee survey form was simplified by combining Aides and Service Workers 
into a Direct-Support Worker category and die same form was used for FY" 2005 Prior to fee due 
dale for the FY 2005 survey three educational sessions ware provided to instruct providers on fee 
purposes of fee survey and how fee forms should be completed. 

The Annual Wage Survey form was based on fee survey instrument used for fee pax- period 
survey, but was somewhat simplified, as fee reporting of base and overtime wages and hours 
were combined. 

The data were checked extensive}} once received. Overall reasonableness checks were made by 
both DDA and CSRRC staff, and fee data were compared wife the corresponding data submitted 
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Comparison of the FY 2005 Annual Wage Surv ey and the pay period 

survey 

Tiie February pay' period survey is being replaced by an annual Wage Survey which will be due 
from providers on December 1, and will include data for ihc eniire fiscal year. However, in 
order to main lain the ability lo analyze trends in the wage rates of the direct-support workers 
both surveys were conducted for fiscal year 2005, and both will again be conducted in fiscal year 
2006. The Annual Wage Survey mstrumenl was based on the instrument that was used for the 
February pay period survey, but was simplified by combining the base and overtime hours and 
wages, since it was thought that it would be difficult for providers to separate base and overtime 
data when reporting the entire year. The following table compares the results for full lime direct 
support workers in the two surveys: 

Pay Period Survev - 2005 FY 2005 Annual Waee Survev 
' Direct-support waue rate SI 0.37 $10.36 
Mean Tenure  ^ 43 months ' 43 months 
Turnover rate  [ 35% 32% 

These results are remarkably similar, particularly given that the Annual Wage Survey wage rate 
includes overtime hours and wages, while the pay period results are Just for base wages. While 
the pay period survey wage rale including Dvenimc was SI0.65. the Annual Wage Survey wage 
rate would be expected to be lower than the February pay period wage rale because some 
employees receive their increases afier July 1, but most have received them by February, 
offsetting the efTect of the inclusion of overtime in Annual Wage Survey data in the table. 

Staff turnover rates and tenure 

The turnover rates for the employees categories for all services were: 

2004 2005 2006 
Direct-support workers 38% 34% 40% 
First line supenisors 19% 1 S'% 25% 

These turnover rates are substantially lower than those experienced by the providers when this 
survey was started in the 1990s, At that time the turnover rate in Maryland was around 50%. 
The literature documents turnover rales nationally from a low of 40% to over 75%, His 

direct-support workers working in the community received 17,7% wage increases over the 
period 2001 to 2006. In most years stale workers who arc not at the top of their scale receive an 
annual wage increment. However, regular wage increments were not provided in 2004. 
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m fte prior year. W'bere errors were found tbe providar was asked to resubmit correcied daia. 
Stanang for FY 2004 the providers were required by DDA a have their auditor certify the data 
provided in the survey- form,. These cemiacations are due to DDA December 1 following the 
date of the survey. This requiremem has resulted in some oorrecaons being filed when die 
auditors check ^the data. 

Data on bonuses and frinse benefits are naturally reported on an annual basis,, not for a pay 
period so are gathered in December. .As a result the data for FY 2006 or, bonuses and fringe 
benefits are not yet, available, and the data provided for these elements are for FY 2005. 

Results of the pay period survey 

The pay period survey found the following state-wide full lime base wase rates (excludins frmoe 
bsnefits): 

t. 

Wage category Direct-Support Worker 1E line supervisor 

FY 2001 S8.96 S14.82 

FY 2002 S9.31 $25.17 

FY2003 $9.69 SI 5.73 

FY 2004 S9.75 SI 6.50 

FY 2005 S10.36 SI 7.78 

FY 2006 SI 0.55 SI 7.55 

% chanae from 2001 - 
2006 

17.7% 18.4% 

% chanae from 2005- 
2006 

1.8% -1.3% 

Corrections were receh ed to prior year surveys, so the figures listed in the table above may 
differ from those reported in prex ious reports on tbe wage survey. 

The wages of drivers decreased from S1026 in 2005 to $10.15 in 2006, a decrease of 0.1 %. 

State direct support workers received-wage increases Lncrsase from 2001 to 2006 of about 8.7%, 
In comparison the direci-support workers .in community pro\'iders received \1.1% wage 
increases over the period 2001 to 2006.' 

■ State, direct support workers received a 4% increase for FY 2002. no increase in FY 2003 and 
2004. and an increase of S752 in FY 2005 (i.e.. about 3%) and the increase in FY 2006 was 
1.5%, for a combined percentage increase from 2001 to 2006 of about 8.7%, In comparison, the 



Fringe benefits 

The fringe benefit survey for fiscal year 2006 will be collccted in conjunction with the 
submission of the Annual Cost Reports in Dcccmbcr, since the providers will then have complete 
data on their fringe beneflt expenses for Pi' 2005. The data presented in this section is from prior 
surveys. 

The fringe benefit percentage reported is an overall percentage for all employees for the year, in 
contrast to toe wage rate data reported here, which is for specific employee calegories. The 
following table summarizes the results from prior year surveys. 

Fringe benefit percentage by fiscal year 

Fiscal Year # providers Mean FB % Median FB % 

2001 96 20.7% 20.0% 

2002 97 19.7% 19.6% 

2003 111 20.4% 20.0% 

2004 114 20.4% 19.3% 

2005 315 20.4% 19.8% 

There was no substantial change in fringe benefit percentages in die period 2001 to 2005. 
However, even with the percentage remaining constant, the dollar amount of fringe benefits 
increases as die amount of wages increases, but it should be noted that this effcct is budgeted for 
in the $80 million wage initiative, 

DDA has calculated die current state fringe benefit percentage to be 30,1%. 'Hiis is substantially 
higher than that of the providers. 

flic two items comprising the largest proportions of fringe benefits (almost 40% of the total 
fringe benefits each) were the employer proportion of PICA and health insurance. Retirement 
costs and nstirenicnt plan administralioa made up 10% of the total fringe benefit costs. 
Employees arc contributing an additional 25% of the total employer fringe benefit costs as the 
employee portion of these costs. 

Bonuses 

In both 2004 and 2005 the amount reported as being paid in bonuses to Direct-support workers 
was $2.2 million. 
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redaction in turnover may be due, in pan, to the increase in the waee rates. The level of 
tmcmpbymem also influences turnover rates. The following tableVnovvs the unemployment rale 
in Maryland and uses data from the Bureau of Labor Statistics- ' 

The turnover rales of state employee categories are much lower than those experienced bv the 
providers. ' - 

Die average tenures of staff and the percentages of the direct-support employees in each 
category were: 

Job category Average tenure 
2004 

Average tenure 
2005 

Average tenure 2005 % of employees in 
the category in 2006 

Direct-support 
worker 

42 months 44 months 44 months mi 

I" line supervisor 61 months 68 months 72 montiis 12% 

The average tenures of state employees in corresponding positions are much longer than the 
tenures of the service workers in the community service providers. 

Tenure can be influenced subsiantially by long term employees. 



Change in wage rates 

The Commission has a responsibility to compare the changc in wage rales with tiie change in 
payment raies for scn'ices. The rates were increased efTective July 1, 2005 under the wage 
equalization initiative sufficienl to increase direct support worker wage expenditures by 3.2%, 
and with an equal amount to increase fringe benefits. Tlie increase in direct-support worker 
wages, at 1.8%, is less than the 3.2%. The fringe benefit increase in fiscal year 2006 will not be 
available until after Dccembcr 2006. However, the percentage thai fringe benefits comprise of 
lo!al wages has been relatively constant through 2005, and based on prior experience would not 
be expected to change much. While the dollar expenditures on fringe benefits have increased as 
the wage rates have increased, the wage equalization program had intended that the frince 
benefits would increase as a percentage of total wages, and this does not appear to have occurred 
and was probably no! a realistic expectation. Fringe benefits have remained relatively constant 
at about 20% of wages and salaries. DDA reponed that the dollar amount of fringe benefits paid 
to workers in residential, CSLA, day and supported employment services, as reponed in the FY 
2004 and FY 2005 Cost Reports, increased by S6.4 million. 

Rate increases 

DDA has provided the Commission with information on the rate increases provided, as a 
percentage of total wages and as a percentage of direct service workers wages. From 2005 to 
2006 the increases in direct-support wages were less than the rale increase. The wage 
equalization initiative provides funds to allow providers to increase the wage rates of direct- 
support workers, with the intent of bringing these wages to the level of corresponding state 
direct-support workers, Direct-support worker wages comprise about 45% of the total costs of 
providers, so increased funding sufficient ic increase direct-support workers wages by 5% resulls 
in an overall rate increase of about 2.5%. In making the comparison between rate increases and 
wage increases the Commission usually compares the wage increases with the overall rate 
increase. This is done because tiie providers are experiencing increases in their other costs, as 
well as the wages paid to direct-support workers. 

Data quality caveats 

In prior years there appeared to be inconsistencies in the way in which employees were classified 
within providers from year lo year. Two actions were taken to reduce or eliminate these, and 
other, problems; 1) starting in FY 2004 the providers were required to have their survess 
attested to by an independent CPA; and, 2) the wage surveys through 2004 split the workers into 
three categories, aides, service workers, and first line supervisors. For the FY 2005 survey the 
aide and service workers categories were combined into a single category designated Direct- 
support Workers. 

The reviews by DDA and CSRRC staff identified data elements that were clearly in error, and 
the providers were asked lo resubmit these data. Hourly wage rates that were unreasonably high 
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ralfr Ofrirccl'suppon VVorkers increased by l.S% from FY 201)5 lo FY 2005 The wage rates of first line supervisors decreased by ].3%, 

Bonuses remained constant is dollar terms between 2004 and 2005. 

There was no substantial change in fringe benefit percentages in the period 2000 to 
However, even with the percentage remaining constant, the dollar amount of frinae benefits 
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The Financial Situation of Providers of Community Services 

Contracting with DDA, Fiscal Years 1999 through 2006 

12 June 200? 

Executive Summary 

The ratios examined are in a rcasonabk range for fiscal years 1999 through 2005. These ratios 
indicate that fisca] years ] 999 and 2000 were siraDar. but with a deterioration in FY 200]. The 
margins recovered slightly in 2002 and further in 2003, declined in 2004, bui raargins recovered 
in 2005 and 2006 to almost the 2003 level. The indicators in Table 1, combined with the drop in 
the weighted mean margin, show a slightly weakening trend in the iinancial condition of the 
providers from 2005 to 2005. 

Table 1 1999 2000 2001 2002 2003 2004 2005 2006 

% with 
negative 
margins 

20% 25% 43% 32% 22% 29% 23% 29% 

Median margin 3.1% 3.2% 0.7% 1.3% 2.5% 1.6% 2.3% 2.3% 

Median current 
ratio 

1.9 1.4 1.8 1.7 l.S 1.7 1.1 1.4- 

Number with 
negative net 
assets 

3 2 7 3 >•* 
j 6 5 5 

% with current 
ratio < 1 

23% 26% 31% 2S% 20% 24% 27% 27% 

A more detailed discussion of the results can be found in Section 4 of this paper. 

Margins declined slightly from 2005 to 2006. and the percentage of providers with negative 
margins increased, suggesting a deierioration in the overall financial situation of the providers. 

The Commission continues to find that bad debts arc not an issue of concern for these providers. 
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Median margin percentage 

1999 2000 2001 2002 2003 2004 2005 200S 

Percentage of providers with 

negative margins 
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1. Introduction 

The enabling statute of the Comrouniiy Services Reimbursement Rate Commission (CSRRC) 
requires that the Commission, in its evaluation of rates, consider "tlie existing and desired ability 
of providers to operate on a solvent basis in the delivery of effective and efficient services that 
arc in the public inieresi"'. The analysis reported here is intended to examine the financial status 
of the providers of community services to individuals with developmental disabilities and show 
trends for the fiscal years 1999 through 2006. 

A number of caveats need to be made to avoid reading too much into this data. The first is that 
there is no single financial measure thai gives a complete picture of the financial situation of a 
provider. Therefore, it is necessary to examine several indicators to obtain an overall picture. 
The second caveat is thai the payment systems have undergone substantial changes over the past 
several years, and these changes are likely to have caused some of the differences observed 
between the years reported here. A third is that the expenses and payments are not just those 
associated with services paid for by the state, so this is not simply an analysis of the impact of 
the DDA payment system. Another caveat is that the set of providers reporting is not the same in 
each year, although the increased response rale makes this less of an issue in recent years. A 
separate analysis using Cost Report data and focusing on DDA revenues and expenses is 
planned. 

The paper start s with a summaiy of the most important results, then continues with a description 
of the data sources, and a more detailed presentation of the results of the analysis. 

2. Data sources 

The data used for this analysis were extracted from the fiscal year 1999 through 2006 Audited 
Financial Reports. 

Table 2: Number of reports includec in tlie analysis 

Year 1999 2000 2001 2002 2003 2004 2005 2006 

No. of rcpons 84 S9 94 103 104 106 102 100 

Providers are required by regulation to provide their Audited Financial Reports. Usable financial 
reports from 100 providers were available for FY 2006 out of a total possible of about 120. Of 
the 100 providers used for tire 2006 analysis, 39 were from the Central Region, 15 from the 
Eastern Region, 29 from the Southern Region, and 17 from the Western Region. 

The following data fields were extracted from the fiscal year 2006 Financial Reports (definitions 
of the terms are included in Attachment 1); 



Tola] expenses 
Total revenues 
Curreni assets 
Total assets 
Current liabilities 
Long term liabilities 
Total liabilities 

Contributions 
Cash and mvestmcnis 

Receivables 
Bad debts 

3. Financial ratios calculated 

The Commission's statute focuses on solvency. A literal interpretation of solvency is that 
suniciem cash js available to pay all just debts. Data on cash ffcws is not gencraJly available 

Providers on a consistent basis, if at all. The accounting profession has traditionallv used 
vanous financial ratios to measure the condition and performance of oreanizations and the 
Commission believes thai the legislature intended an examination of financial condition rather 
liian literal solvency. Accordingly, the Commission has used the data available from Audited 

pravkkre Rep0rtS t0 con;struc! financ^a] 171:505 for use in c\aluating the financial condition of the 

The data were used to calculate five financial ratios or indicators that are ccncrally considered to 
be indicative of the financial health of a provider. These were: 

Profit margin: (Total revenues - Total expenscs)/TotaJ revenues 
Current ratio: Current assets/Current liabilities 
^et assets: Total assets - Total liabilities 
Days in receivables: (Reccivablcs/revenues) x 365 
Days of cash: (Cash/expenses) x 365 

Severn1 providers had large profits or losses, but only a small proportion of their business is with 
dryland DDA. In order to adjust for this starting in FY 2000 the mean ratios were calculated 
weighting the results by the totaJ Maryland DDA payments to the provider. These pavments 
included CSLA. FPS, and contracts. Consideration was given to dropping from the analysis 
providers whose revenue was largely from sources other than Maryland DDA, but it was found 
that weighting by DDA payments provided similar results for the ratios, and shows a more 

complete picture of the financial condition of ail the providers. 

Most providers arc on the accrual basis of accounting for their financial records, which 
recognizes revenues and expenses as they occur throughout the reportini; period, lliis is different 

Uie relative levels of cash providers have, which is infiuenccd by the increases or decreases 
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in accounts receivable and accounis payable. Implicitly, the provider's cash position is aiTected 
by its payor mix and how quickJy iis largest payor is biUcd by the provider and in turn how 

quickJy the payor pays those bills. Accordingly, both profit margin and cash position are 
important determinants of a provider's financial position. 

4. Results 

4.1 Profit Margin 

The term "profit margin*' is used as il is generally understood. However, it should be noted that 
while most of the providers are "not-for-profit" organizations, all organizations require some 
level of profit in order to sustain their existence and build up funds to replace their buildings and 
equipment in addition, the revenues reported by some providers included grants that were used 
to pay for capital acquisitions rather than for operating expenses, 

The margin (profit margin) is probably the most important indicator of the financial health of an 
industry (and an individual company), as it shows whether the industry is covering its costs and 
has the capacity to accumulate reserves for future investment. The mean margin of the providers 
of community services reporting to DDA was 3.2% in FY 1999,3.5% in FY 2000.0.4% in FY 
2001. 1.8% in FY 2002, 2.5% in FY 2003. 1.6% in FY 2004, 1.9% in FY 2005, and 1.5% in FY 
2006. The spread of the margins is shown in Table 3. The margins (as well as the other ratios 
examined) in 1999,2000 and 2001 could have been affected by the phase-in of the FPS, which 
was completed in FY 2001. 

Table 3: Profit Margins 1999 20001 20011,2 2002! 2003s 2004t 2005' 2006' 

75th percentilc5 S.3% 8,1% 3.9% 5.6% 6,7% 4.6% 5.2% 4.7% 

50lb perceniilc (Median) 3.1% 3.2% 0,7% 1.5% 2.5% 1.6% 2.3% 2.3% 

25,h pcrccmile 0,0% 0.0% -2.8% -1.5% 0.1% -0.3% 0.0% -0.5% 

Mean 3.2% 3.5% 0.4% 1.8% 2.5% 1.6% 1.9% 1.5% 

1 Mean margin weighted by DDA paj-mems. 

2 FY 2001 represents a low point in the profit margins, and this coincides with the last 
year of the phase-in of the FPS. In FY2001 several providers experienced negative adjustments 
to their rates as a result of this phase-in, but none received positive adjustments, 

3 The 7511' percentilc ts that level at which 75% of the providers have values below this 
level, and 25% has values above this level. This, together with the 25th percentilc. provide a 
measure of the spread in the values being reported. 
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Of the providers of community services irtciuded in this study for FY 2006 29 of the C'S had 
negative margins in FY 2006 (i.e., 30%). For each of the years the margins were not statisticaU v 
significantly correlated with the size of the provider, although the small providers ccnerallv had 
the greatest range in their margins. 

4.2 Profit margins by region of the stale 

Table 3A shows the mean profit margins (DDA revenue weighted for 2000 throush 2006) for the 
providers located in the 4 DDA regions of the stale for FYs 1999 throueh 2006" and Table 3B 
shows the median profit margins4 for 1999 through 2006. 

* 
In FY 2005 contributions made up 2.7% of Hit tota] revenue of the providers in the study. The contributions arc 

distributed tineverly over the providers, with a few providers receiving a large amount in contributions, and other 
provider receiving liitle or noibing. Many providers reccivc contributions mainly for capital or special oroiccts' 
rather than for operations.. ' . ^ J ' 

Table 3A: Mean profit 1999 20005 20015 2002J 20035 20045 20055 ^0065 

margin by region 

Central (Baltimore & area) 3,0% 2,0% 0.3% L6% 1.3% 0.2% 1.1% -0.2? 

East (Eastern Shore) 8.2% 5.5% -0.5% 2.5% 6.2% 4.5% 2.6% 3.0% 

South (Washington 2.5% 5.2% 1.2% 2.9% 4.0% 2.9% 2.7% 2.7% 
suburbs & Southern tri- 
county area) 

West (Western Maryland) 3.2% 3.5% -13% -0.2% 1.1% 1.0% 2.3% 2.6^ 

State 3.2% 3.5% 0.4% 1.8% 2.5% 1.6% 1.9°, 

% 

% 

% 1.5% 

^ The mean can be moved substantially by one or two outlier values, but the median (the 
middle value when the values are arranged in order) is less affected by outliers, and so is also 
reported here. 

Weighted by DDA payments. 
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Table 3B: Median profit 
margin by region 

1999 2000 2001 2002 2003 2004 2005 2006 

Centra] {Baltimore & area) 2.9% 1.4% 0.2% 1.3% 2.5% 1.1% 2.2% 2.0% 

East (Eastern Shore) 6.7% 3.6% 0.0% 1.6% 6.7% 3.5% 2.8% 4.4% 

South (Washington suburbs 
&. South cm tri-county area) 

2.5% 6.2% 2.7% 1.2% 1.1% 3.1% 1.7% 1.8% 

West (Western Maryland) 2.6% 2.2% -0.3% -0.8% 2.2% 0.8% 3.7% 

CO 

Suite 3.1% 3.2% 0.7% 1.3% 2.5% 1.6% 2.3% 2.3% 

Table 3C: Profit margin 
pcrcentiles by region, FY 2006 

25ft percentile 50ih percentile 
(Median) 

75% perccntile Number of 
pnwiders 

Central (Baltimore & area) -2.0% 2.0% 4.3% 39 

East (Eastern Shore) -1.9% 4.4% 6.5% 15 

South (Washington suburbs & 
Southern iri-county area) 

-0.1% 1.8% 4.5% / 29 

West (Western Maryland) 1.0% 2.8% 4.0% 17 

Slate -0.5% 2.3% 4.7% 100 

43 Current ratio 

The current ratio is an indication of how much cash and other liquid assets (receivables and 
marketable securities) a provider has available, as compared with their current liabilities, i.e.. it is 
one indicator whether the provider has funds to pay its bills on time. Generally, the higher the 
ratio, the better the situation of the provider. The spread of the currcnt ratio is shown in Table 4. 

Table 4: Current ratio 1999 2000 2001 2002 2003 2004 2005 2006 

75lh percentile 3.4 3.1 3.5 3.3 3.1 3.3 3.2 2.6 

50tV| percentilc (Median) 1.9 1.4 1.8 1.7 1.8 1.7 1.7 1.4 

25t35 percentile 1.0 1.0 0.9 0.9 I.I 1.0 0.9 1.0 

The providers of community scmces reporting to DDA experienced an increase in their ciurcnt 
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ratio from 1997 to 1999, a drop in 2000, and a recovery in 200] that was stable ihroud) ">005 

but with a drop in 2006. ^ " 

FY 2QQ6 median current ratio by region: 

Table 4A: 
Current ratio 

Central East South West 

Median 1.3 2.7 1.5 1.3 

4.4 Days in cash and investments 

Cash arid investments are closciy related to the current ratio. They represent money :hat is 
a\ailabjc lo the provider in the short term. Cash and inv estments represented 2S%'of the total 
expenses. The cash and investments, thus, represem ] 02 days of expenses in FY 2005. Some of 
mis cash may be restricted or allocated for specific capital projecis and so may not be available 
for operations. Revenue from investments is often an imponarii source of revenue for the 

providers. 

Days in cash and mvestments is an important measure as il indicates a provider's abilitv to pav 
their bills, and to deal with delays or interruptions in their income stream. 45 to 60 davs is a 
reasonable level. The higher the number of days of cash and investments the better. ' 

4.5 Days in receivables 

Receivables represented 12% of the total revenues (up from 10% the previous year), so providers 
had on average, 46 days of revenue in receivables. Receivables arc the total charses associated 
with bills that have been sent out. but not yet paid. The days in receivables measure the average 
delay m payment and 45 days is a reasonable level. The lower the number of davs in receivables 
the better. 

4.6 Bad debts 

Bad debts do not appear to be an issue for the providers contracting with DDA. The majority of 
the providers reported no bad debts, and the total bad debts reported were onlv 0.4% of the total 

revenues, down from 0.6% the previous year. The low level of bad debt is imder^Umdable given 
tnc nature of the services provided and the fact that the State is the major paver for these 
services. 

4.7 Net assets 

Net assets are an Important indicator of financial condition. The net assets are the total assets 
minus the total liabilities. Having negative net assets means thai the provider has more liabilities 
than it has assets, and so is a major concern. 
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Of the community service providers reporting to DDA. 3 had ncgalive net assets in FY 1999, 
only two had negative net assetii in FY 2000,7 had ncgalive net assets in FY 2001. 3 had 
negative assets in FY 2002 and FY 2003. 6 had negative net assets in 2004, and 5 in 2005 and 
2006. There is some difficulty in tracking the providers across years as the set of providers for 
which Audited Reports were available changed from year to year. The 3 with negative net assets 
in 2003 continued to have negative net assets in 2004, 2 with positive net assets in 2003 lost 
sufficient to turn their net assets negative in 2004, and the other provider did not report in 2003. 
4 of the 5 providers with negative net assets in 2005 also had negative net assets in 2004. In 2005 
and 2006 4 of the 5 providers with negative nel assets were in the centra] region, and one was in 
the southern region. They varied in size. • 
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Attachment 1: Definitions of terms 

TouU expenses: The total costs incurred by the provider durine the year. These costs include 
labor, supplies, maintenance, contracts, depreciation of buildings and equipmenL 

Total revenues: The toml payments received by Ac provider. These includc pavments from the 

P^cms irom other payers, interest and investment income, donations * ' 

II"" " aVailab,C in ^ Siron 'Cnn- ^ ^luitc rash- 

Total assets: AH assets including the current assets, and long term assets such as buildincs .ind 

equipment (after taking out accumuiatcd depreciation). 

Current habiliUes: Pajmcni due from the provider in the rear future. These include oavables and 
current mortgage payments. <■ uc Pa>aDles <JncJ 

^ ''Lni0milS dl,C in thc 3on£ ^ rncsc generally include mortCa51e pa ym en is (beyond the present year's portion) and other long term debt. 

Total liabilities: The sum of the current and thc long term liabilities. 

Contributions: Rev enue from contributions and donations. This includes United Way ftmding. 

C3Shand inVKtmcmsrcix,ncdin"KasswKclion offteaudited 

RTOivables; n,e dollar amonni of accoums receivable, as reponed in tile assels sccu'on of the 

audited financial statement. ^uun oj me 

Bad debts: .Any ammmls reponed as beins urilten off as bad debts or listed as bad debts in the 

Statement of Ftmmonal ExiKnscs of tlie audited financial stalcment. 

ICS'CCTCJy2lXt7^da_fsify2006fs_c)d£, tJo= 
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Stalp of the States In Devetopmental Disabiiitigs: 2005 

a significant psncentage ofthe increased demand 
for residenlial sen-ices in the slates today. The 
likelihood of older persons with developmental 
disabililies living into their own retirement and 
outliving their family caregivers has increased 
substantially in reccnt years. This has stimulaied 
a growing demand for additional services and 
supports. The need to provide these services is 
frequently unanticipaicd by federal, state, and 
local agencies, often resulting in a crisis situation 
for families. It is an unfortunate reality that many 
family caregivers must die before the disabled 
relative for whom Ihsy are caring can reccivc 
services from the publicly financed system 
(Braddock, 1999). 

Waiting Lists in the States 

In 2003, 36 states reported thai 51.131 
persons with developmemal disabilities were on 
forma! stale waiting fists for residential services, 
and not receiving services (Prouty, Smith, & 
Lakin, 2004). However, Prouty et al. (2004) 
estimated that 75.288 persons with ID/DD 
nationally were awaiting services (p. 39). 

Some slates maintain detailed waiting lists 
of service needs for persons with developmemal 
disabilities. Some states do not officially collect 
data on the number of persons waiting for 
services, although state officials informally 
acknowledge that significant demand for services 
exists. Fifteen states {Alabama, Arkansas, the 
District of Columbia, Florida, Illinois, Iowa, 
Louisiana, Michigan, Minnesota. Mississippi, 
Ohio, Oklahoma, Tennessee, Washington, and 
Wisconsin) did not furnish waiting list data in the 
Prouty et al. study and six additional states 
indicaled that their waiting lists were zero 
(California, Hawaii, Idaho, North Dakota, Rhode 
Island, and Vermom). 

California doss not maintain a waiting list, 
as services in California were considered an 
entitlement under the state's Lantcnnan Act. 
Hawaii eliminated its waiting list in 2000 as part 
of the settlement aarcement in \iie Makin et al. v. 

Table 18 
PERSONS WITH MR/DD LIVING 

WITH AGING CAREGIVERS IN 2004' 
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State of !iie Staters in DDvelopmontal Disabilities: 20D5 

Stale of Hawaii wmling list lawsuit. Hawaii's MR/ 
DD spending in^rcased 85% in inflarion-adjusicd 
terms from 1999 lo 2004. In 3 999, Idaho 
eliminated its waiting list when the legislature 
removed the "cap" on the projected number of 
Waiver participants. The number of Waiver 
participants increased from 474 in ] 999 to 1.479 
in 2004.The Wyoming legislature had increased 
allocations in 2000 to serve the 95 individuals 
awaiting services in the State at that time. 
However, in 2003. Wyoming re ported that 22 
persons awaited services (Prouty el aL, 2004). 

Lakin (1998) has noted that waiting list 
initiatives in the states have generally involved 
expanding family support to prevent or delay the 
need for placement, and obtaining new or 
reallocated resources from the following sources: 
institutions, ICF/MR conversion to HCBS Waiver 
programs, capping reimbursement for existing 
programs, or seeking additional Medicaid 
funding. Several slates have begun to address the 
need for services in response to waiting lists. 

New Jersey allocated an additiona] Sll .7 
raillion in the 2004 Division of Developmental 
Disabilities budget lo open S4 additional group 
homes for over 400 individuals {"Funds released,'' 
2003). In Kentucky, the Governor identified 
funding to serve an additional 500 persons on the 
waiting list ("Kentucky legislation."' 2003) and 
community spending increased an inflation- 
adjusled !S% from 2002-04. In Massachusetts, 
full funding was received for the waiting list 
reduction and educational transition programs. 
This provided funding for 250 of the 375 
placements required under the Bouk: settlement 
("'Governor's budget maintains,"' 2003). 
Massachusetts1 inflation-adjusted community 
spending advanced 3% during 2002-04. In New 
York, Governor Pataki recommended a SI54 
million ten-year additional commitment to the 
NYS-CARES II program ("New York makes 
new,*' 2003). The NYS-CARES 11 program, 
originally established for five years, was made a 
permanent part of the Office of Mental 
Retardation/Developmental Disabilities (OMR/ 

DD) budget last year by the state General 
Assembly, acting on a request from Governor 
Pataki. New funding in the Governor's '06 budget 
for NYS-CARES II brings the total to S95.3 
million ("Residential sen-ices expansion," 2005), 

Current Litigation 

During the 1970s and 19S0s, federal class- 
action lawsuits were filed by advocates to improve 
conditions in public institutions in many states. 
In the lale 1990s, three types of class-action 
litigation emerged in the states: lawsuits filed to 
compel states lo cxp:ind services to people on 
waiting lists; lawsuits filed to compel stales to 
meet the requirements of the 0/m.v/earf decision; 
and lawsuits filed on behalf of individuals who 
were eligible for Medicaid services that they did 
not receive. These lawsuits are identified in Table 
19. which presents the name of the case, the issue 
(waiting lisit, Olmstcad, or acccss to Medicaid 
benefits): the disposition (i.e., settled, dismissed 
by the Court, trial scheduled or otherwise pending 
judgment); whether the judgment or settlement 
appeared to favor the plaintifl"or the defendant; 
and the date the lawsuit was filed. As of May 
2005. 22 waiting list lawsuits, 9 Olmstcad 
lawsuits, and 15 Medicaid access lawsuits were 
active. 

The identification of the 46 cases listed 
in Table 19 was obtained from Smith (2005), who 
produces a useful periodic summary ofLitigation 
Concerning Home and Community Services for 
People with Disabilities." Additional information 
provided in our summary of current litigation was 
obtained from Kitchener, Willmott. and 
Harrington (2005); Priaulx (200-}); and from the 
Mental and Physical Disability Law Reporter 
(various issues spanning May, 2003 to April. 
2005), 

Waiting List Cases 

There arc currently 22 active waiting list 
cases, including nine cases for which a judgment 
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or disposition was reached during 2002-05. 
Earlier wailing H«a litigation in Florida helped 
trigger these lawsuits (Smith, 2005). In Doc v. 
Bush (2001, filed in 1992), Florida was direclcd 
todt'vclop a plan to serve 600 children and adults 
with developmental disabilities on the stale's ICF/ 
MR waning list. The state was found to have a 
responsibility lo provide services to Medtcaid 
rccipicats with developmental disabilities with 
"reasonable promptness," which the court 
stipulated must occur within 90 days. The 
principal defendant in Doe v, B:ish, the State of 
Florida, lost both in federal district court and on 
appeal in the Eleventh Circuit ("Waiting list suit," 
1999). Jn Brown r Bush (1999), another Florida 
case, the parties settled in April 2004, and the 
state agreed to closc two of the remaining four 
state-operated institutions by 2010. The stale also 
appropriated additional funding for the HCBS 
Waiver for fiscal year 2005 to serve individuals 
leaving the institutions for community settings 
(Priauix, 2004). 

In seven of the 22 cases with judgments 
rcachcd during 2002-05, there was a clear benefit 
for the plaintiffs (Arkansas. Connecticut Illinois, 
Maine, Oregon, and Tennessee (two cases). In 
Alaska and New Hampshire, the cases were 
dismissed with benefits for both plaintiffs and 
defendants. Of the remaining ] 3 open or pending 
waiting list cases. Kitcheneret at, (2005) identified 
the following three cases in Illinois, New Mexico, 
and Pennsylvania as "important cases" (i.e.. 
possibly precedent setting). 

In Illinois, Bniggemarj et aL v. 
Blagojcvich el al (2004) was filed September, 
2000 by a private attorney in the U.S. District 
Court of Northern Illinois on behalf of five 
plaintiffs with developmental disabilities. The 
Court dismissed the case in February, 2002, 
denying the plaintiffs' main claim of lack of access 
to Medicaid ICF/MR and Waiver services near 
their families. Plaintiffs appealed to the Seventh 
Circuit Court of Appeals in March, 20D2. In April 
2003, the Seventh Circuit reinstated plaintiffs4 

claim and remanded the case to the Dislrici Court 
to consider whether the stale had a plan orienied 
to preventing the isolation or segregation of 
persons with developmental disabilities pursuant 
to Olmxtcad (2S:2 MPDLR 151). The U.S. 
Department of Justice submitted an amicus brief 
in June 2002 and another amicus was filed by the 
ACLU of Illinois. Equip for Equality (Illinois' 
Protection and Advocacy Agency), and by an 
Illinois coalition of Centers for Independent 
Living. In July 2004, the parties announced that 
they had arrived at a stipulated settlement, 
reportedly limited in scope to the provision of 
services to the five named plaintiffs. According 
to Smith (2005), the Court then dismissed the 
case. 

in New Mexico, Lewis ci a!, v. New 
Mexico Department of Health el al. (2000) 
resulted in a judgment for plaintiffs in February 
2004. The case was filed in January 1999 in the 
U.S. District Court for New Mcxico by the state's 
Protection and Advocacy agency with support 
from The Arc of New Mexico. The class action 
suit was filed on behalf of people in private ICFs/ 
MR, in the state institution (Los Lunas), or in the 
community who were seeking HCBS Waiver 
services. In February 2002, the court ordered the 
slate to offer Waiver services as soon as they 
became available, and to provide Waiver services 
within 90 days of determining eligibility. In 
September 2004 the plainthTs filed to hold the 
state in contempt, arguing that the state was not 
offering services up to the approved limit. In 
October 2004, the stale pleaded that Waiver 
services can go only as far as funds arc available. 
The stale urged the Court to dismiss the plaintiff's 
new motion. This case is pending (Kitchener et 
al., 2005: Smith 2005). 

In Sabree et al v. Richmcn (2003), a 
Pennsylvania case, the plaintiffs were wait-listed 
for ICF/MR services and filed this non-class 
action case because of a proposed reduction of 
funds forthc community services waiting list. The 

62 



Table 19 
COMMUNITY SERVICES LITIGATION IN THE STATES; 2002-2005 
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coun ruled thai plaimifTs bad no enforceable 
individual rights to services, and that "reasonable 
promptness" only applied to groups, not 
individuals. Tnis decision, however, was reversed 
on appeal The Circuit Conn in May 20D4 issued 
an opinion that led to the plaintiffs filing an 
amended complaint in November 2004. The case 
is pending (Smith, 2005). 

Olmstead Cases 

An "Olmstead-iype complaim"' was 
defined by Kitchener ct aL (2005) to include cases 
which arc; "(1) started., decided or closed after 
the Olmslcaddecision in 3 999; and (2) primarily 
about community placement of institutionalized 
people an d'br people at risk ofinsmmionalizaiion. 
The cases arc likely to citc the O/m-i/TOrfdecision 
and'or the Americans with Disabilities Act" (p. 
15). 

There were nine Olmslcad cases during 
2002-05, four of which were closed (cases in 
Delaware, Hawaii, Massachusetts, and Montana). 
According to Kitchener el al. (2005), the litigation 
in Delaware and Hawaii were important cases. 
The Arc ofDcJmvaiv el al. v, Mecomct al (2002) 
was filed in the U.S. District Court for Delaware 
in April 2002 by nine individuals and joined by 
The ARC of Delaware, Homes for Life 
Foundation, and by Delaware People First. An 
April 2004 memorandum of understanding 
provided that the state would place additional 
instilulional residents in the community and seek 
increased HCBS services. In August 2004, the 
court approved a settlement with the state 
agreeing to move persons out of the Stockley 
Center (the public institution), to fund new 
community placement options, and to add a new 
Waiver program to provide supports for persons 
who live with their families (Priaulx. 2004; Smith. 
2005). 

In Hawaii, Matin v. Hawaii (20D0) was 
settled April 2000, with the state agreeing to 
increase the HCBS Waiver program by 700 
persons during 2000 to 2003. However, the 

lawsuit Disability RighL'; Center cl al. v. State of 
Haw aii ct al. (2003) was filed when the Center 
became involved in the implementation of the 
Matin settlement. Hie Center filed the suit after 
determining that there were still 300 persons on 
the waiting list, due to the state failing to meet 
the needs of class members. Settlement 
discussions in the Disability' Rights Center case 
are now ongoing and if panics do not settle, they 
will go to trial in July 2005. Matin was a class 
action for people at home wait-listed for the 
HCBS Waiver due to a lack of funding. The Coun 
disagreed with the defense that plaintiffs were not 
qualified to use O/w.Wfli/because they were not 
institutionalized. However, the Coun ruled that 
any waiting time was pcnnissible once the Waiver 
readied the CMS-approvcd capacity. Disability 
Rights Center el al. v. State of Hawaii et al is 
categorized in Table 19 as a waiting list case 
(Kitchener et al., 2005; Smith. 2005). 

-Access to Medicaid Benefits Cases 

From 2002-05 there were 15 states with 
active lawsuits seeking Medicaid services for 
individuals previously determined to be eligible 
for those services. (For a discussion of the recent 
ruling by the 9th Circuit in the Sanchez case, see 
p. 25.) 

In Arkansas {Pcdiairic Specialty Care, 
Inc. ct al v. Arkansas Department of thman 
Services ct al, 2004). the Eighth Circuit aftirmed 
the district conn's decision enjoining the Arkansas 
Department of Human Services from changing 
the state Medicaid plan by removing its 
therapeutic and early intervention day treatment 
services until there was an impact study on the 

effects of terminating the programs. The Eight 
Circuit did not, however, affirm the district court's 
enjoining the Department from changing the 
children health management services program or 
moving such services "off-plan" (offthe stale's 
Medicaid plan) (2S;4 MPDLR 515). The state 
appealed March 2005 and the case is pending 
(Priaulx, 2004; Smith. 2005). 
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Masteman el al. v. Goodm (2004). a afTrusiecs of the University of Alabama, c, at 

Minnesota case, addressed the issueof'Vefaasing*' v. Garrcit. ct ai, 2001). In May of 2002 the 
of rales for communitj- provider orcanizations Supreme Court ruled in US Ainvays v Bameti 
that resuhed in an uneven redistribution of funds that the ADA's requirement that companies make 
to counties under the stale's HCBS Waiver, "reasonable accommodations" for emplovees 
Plamtjfts could pursue their claim that the rcbase with disabilities does not preempt company 
program violates the integration mandate of Title seniority policies ("Supreme Court Acain 
II of the ADA. The court required that the budgets Narrows." 2002). However, the Supreme Court 
of the individual named plaintiffs remain at the upheld Title 1] of die ADA as applied to states in 

«1^int5i the law5uit was rcso,vcd pu'hs b>* private parties seeking monetan' damages MFDLR 151). The case was settled in favor for denial of access to the courts {Tennessee v. 
of the plaintiffs June 2D 0-1 (Smith, 2005). Lane, 2004). In this case an individual with a 

In Oklahoma « oi v. Oklahoma disability had been denied access to the 
Can? Authority ct al, 2002), ^the Tenth courtroom. A ccording to th e Mental and Physical 

Circuit court ruled that the stale's decision to stop Disability Law Reporter, this decision was "the 
providing medically necessary prescription most important disability-related decision in 
medication for recipients in community-based 2004 {2S:3 Mt'DLR SI7). 

Medicaid programs, while continuing to provide As we reported in our previous studv 
medicationsio institutionalized persons, violated (Rizzolo et al.. 2004), State Protection and 
the integration ^mandate of I itle 11 of the ADA Advocacy agencies operated under the rubric of 
(27;5 MPDLR 7S1). The Tenth Circuit remanded the Federal Developmental Disabilities Assistance 
the case to the district court and the parties settled and Bill of Rights Act of 2000 have plaved l ev 
November2003 (Priaulx, 2004; Smith. 2005). roles in stimulating community services 

A case in Texas (f/rn' ct al. v. Hawkins development and funding in eases in Arkansas, 
c! 2D0j) addressed physician-ordered Early California, Connecticut, the District of Columbia. 
Periodic Screening, Diagnosis and Treatment Iowa. Man-land, Michigan. New Hampshire. New 
(EPSDT) services. On January 14,2004, the U.S. Mexico, New York, Ohio, Pennsylvania. Texas. 
Supreme Court unanimously reversed the Fifth Utah, Washington, and Wyoming, Protection and 
Circuit Court s decision that had favored the state. Advocacy organizations arc currently 

The Court determined that Eleventh Amendment participating in 15 of the waiting list cases, seven 
sovereign immunity principles did not bar a federal of the Olmslead cases, and three of the Medicaid 
court from enforcing a consent decree that was access to benefit cases listed in Table 19. 

agreed to byTexss officials. That consent decree   
was to settle allegations that the State had violated SUMMARY AND CONCLUSION 
the rights of children by failing to meet Medicaid 

EPSDT requirements (2S:1 MPDLR 19). 3n November 2002, the stales were 
In addition to these waiting list. Olmslead. Prc"P;ir'n^ their budgets for FY 2004 and 

and access to benefit cases, there have been other con tempi a ting mid-year cutbacks to balance their 

significant developments related to die ADA that for FY 2003. Raymond Scheppach, 
could have implications for people with cxccutive director of the National Governors 

developmental disabilities and the services that As^atioii. called the states' economic condition 
states fund for them. The Supreme Court ruled "lhe worst Cudgel crisis slates have faced since 
in February 2001 that suits attempting to recover ^ar ^ (Brownstein. 2002; Pear. 2002), 
monetary damages under the ADA from states Stetcs raced totaling S53.5 billion for fiscal 
are barred by the Eleventh Amendment (Board ^reai' representing 10% of the aggregate of 

65 



Stale of thp States In Dovplopm&ntal Disabilities: 200S 

stales' general fund budgets (National Conference 
of Stale Legislatures, 2003). The fiscal shortfalls 
exceeded 20% of state genera! fund budgets in 
Alaska, Arizona, California, and New York. 
Shortfalls were over 10% of budgets in nine other 
states and over 3% in 15 stales. 

What impact did the deteriorating general 
budget conditions in the stales actually have on 
MR/DD spending? As discussed earlier in this 
monograph, 12 states rcduccd inflation-adjusted 
MR/DD spending during FY 2003.13 stales did 
so during FY 2004, and 11 states reduced 
spending during the two-year period FY 2002- 
04. In nationwide spending comparisons between 
the previous two-year period (2000-02) and the 
2 002-04 period of the current study, there were 
also substantial reductions in rates of spending 
growth. For example, nationwide MR/DD 
inflation-adjusted community services spending 
grew 17% during 2000-02, but 9% during 2002- 
04. Total MR/DD spending grew 12% during 
2000-02, but only increased 6% during 2002-04. 
Growth in individual and family support spending 
was 38% during 2000-02, but declined to 15% 
during 2002-04. These examples are illustrative 
of the general trends discussed in this monograph 
and indicative of the impact of fiscal constraints 
on state government during 2002-04, 

There arc many other more concrete 
examples of fiscal impacts. During 2003 and 
2004, Alabama closed the Wallace. Brewer- 
Bayside, and Tarwater Developmental Centers. 
Ohio is currently closing Apple Creek and 
Springview Developmental Centers. Montana 
closed Eastmont, New York closed Sunmount, 
Pennsylvania closed Aitoona, and Wisconsin is 
closing the Northern Wisconsin Center. 
Institutional per diem rates declined in 16 states 
during 2002-04. To partially address an SS.l 
billion deficit for the 2004-05 biennium, the Texas 
Legislature reorganized 12 existing health and 
human services agencies into four departments. 
They reduced Medicaid program rates, 
consolidated Waivers, and reduced adjusted MR/ 
DD spending by 1.3% from 20D2 to 2004, 

Spending for family support, supported 
employment and supported living in Texas was 
reduced by 24% I S% and 10% in adjusted terms. 

However, total nationwide federal-state 
MR/DD Medicaid spending increased an 
inflation-adjusted 12% during 2002-04, 
comparing closely to the 14% increase during 
2000-02. The decline in the rate of Medicaid 
spending growth was modest due to the 
implementation of enhanced federal medical 
assistance percentages benefiting the states during 
2003 and 2004. Medicaid spending growth 
continues to be a very critical budget issue 
confronting state executives and legislatures 
(NCSL, 2005), Other notable findings of the study 
are summarized below. 

Public MR/DD Spending 
Growth Slows 

Total spending for MR/DD services in the 
United States increased from S34.4S billion in 
2002 to S38.55 billion in 2004. This inflation- 
adjusted 5.7% increase was the slowest rate of 
growth over any two year period in the history 
of our study (since 1977). In general, the overall 
rale of growth in public MR/DD spending in the 
U.S. remains robust, but the rate of growth has 
slowed in the past few years. Specifically, the 
average annual adjusted rate of growth of total 
MR/DD spending was 5.3% during 1979-8S: 
5.0% during 19S9-9S. and 4.3% during 1999-04 
{Figure 26), 

Annual adjusted growth rates in 
community services spending deciined from 12% 
in the 1980s to 9% in the 1990s. The rale fell to 
5% during 1999-04. Growth in community 
spending, however, remains substantially above 
the rate of inflation. The adjusted growth rale 
was 3.7% in 2003-04. In contrast to community 
spending, growth in public/private 16+- 
institutional services spending averaged only +2% 
in the 19S0s. -1% in the 1990s and -2% during 
1999-04. The public/private institutional sector 
is contracting. 
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Institutional 
Census 

and Spending 
Decfine 

Public/private 
institutional I6t 
spending declined at 
least 10% in 14 slates 
during 2002-04, and 
has essentially not 
increased in in nation- 
adjusted terms since 
1991. Only one state 
committed more 
funding for 16- 
insiilutions in 2004 
than for community 
services. That state 
(Mississippi) has. 
however, also 
increased community spending for the past 10 
consecutive years. The dcciine in spending for 
stoic-operated institutions throughout the U.S. 
is reflected in the rapid and continuing reduction 
of the residential census in the facilities. The 
census of state-operated institutions has declined 
from 2% to 7% even' year since 1957. and now 
stands at 41,214 persons. State-operated 
institutions reduced their census by 3.237 persons 
during 2002-04. from a 2002 level of 44,451. 

Utilization of ail residential settings for 
seven or more persons, including nursing facilities, 
private 16+ institutions, state-operated 
institutions, and ICFsaMR and other group homes 
for 7-15 persons, also diminished. The 7+ 
residential care sector declined from 165.]!9 
residents in 2002 to 157,278 residents in 2004. a 
reduction of 4,7%, and 7,841 persons. Settings 
for six or fewer persons grew from 30S.225 
persons in 2002 to 335, J 07 in 2004, an increase 
of 26.8S2 people. Most of this growth {SI %) was 
in supported living, which expanded by 21.831 
individual. 

Figure 25 
AVERAGE ANNUAL PERCENTAGE CHANGE IN 
tNFLATrON-ADJUSTED MR/DO SPEWDING: U.S. 

a 

£ai*4Tf" psccffic*. . 4 Vii cf ifw^rsry n* JSoteraac. JCC4 

of M&dicaid: 
Challenges Ahead 

'Hie Medicaid HCBS Waiver remains the 
primary engine of growth in community services, 
particularly for supported living. Waiver 
participants increased from 365,679 in 2002 to 
416.546 in 2004, Adjusted federal Waiver 
spending advanced 20%, from S7.6 billion toS9.2 
billion. In contrast, federal ICF/MR program 
spending increased only 1% between 2002-04, 
from $6,6 billion to S6,7 billion. The number of 
persons with MR/DD residing in ICF/MR settings 
declined from 112,476 to 107,771 during 2002- 
04. The HCBS Waiver has also become the 

majority funding source for supported 
employment, family support, and supported living 
in the United States. Notwithstanding this fact, 
our study revealed a surprising plateau during 
2002-04 in the number of participants receiving 
family support and supported employment. 

Major challenges identified in this study 
includc the continuing crisis in low wages and 
benefits for direct support staff despite an 
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apparent capacity to match additional Ftdtral 
Medicaid funding in numerous stales, including 
Connecticut, Oregon. Delaware. New Jersey, 
Ohio, Massachusetts, Virginia, California, and 
Illinois. Other significant trends apparent in this 
study include the growing influence of the U.S. 
Supreme Court's Olmstcad decision promoting 
community living, the rising demand for services 
associated with increasing numbers of aging 
caregivers, the increased longevity of consumers 
requiring bnccr-ierm residemialand community 
supports, and the continuing downsizing of 
public/private 16+ institutions and larger group 
homes. 

In addition, a serious threat is on the 
horizon with respect to possible compromises to 
the integrity and solvency of the Medicaid 
program (Hemp & Brad dock, 2003; Lam brew. 
2005). This threat is accelerating as the nation's 
fiscal capacity is being challenged by rising 
domestic and defense expenditures and by 
significant fiscal challenges facing the stales. In 
fact, the state funds component of Medicaid 
spending alone has increased from about five 
percent of total state spending in 19SS to 16.5% 
in 2003 (National Association of State Budget 
Officers. 2004). Medicaid spending.(state match 

only) now exceeds financial commitments in the 
stales for higher education, corrections, public 
assistance, and transportation. Only elementary 
and secondary education commands a larger share 
of total state spending. 

In the short-term, the general fiscal 
outlook in the states is improving. The Rockefeller 
Institute of Government (20D5) recently reported 
that aggregate state tax revenues during the July- 
March period of the current fiscal year (2005) 
were up 9.5% compared to the same three quarter 
period last year. State tax collections for the 
January-March 2005 period were up 11.7%, 
reportedly 'the strongest first-quarter nominal 
revenue growth since at least 1991 (p. I). Fiscal 
recovery in FY 2005 was particularly evident in 
California, with 17% growth over the previous 
2004 period. The revenues in Alaska. Arizona. 

6S 

and New York grew by 40%. 17% and 10%, 
respectively. 

The general improvement in the fiscal 
position of the states is attributable to 
enhancements in personal and corparaic income 
tax revenues and. in some stales like California, 
to growth in real estate taxes as well. 
Nevertheless. 31 states reported over-budget 
spending through March 2005 in some portion 
of their budgets, and 23 of these states identified 
rising health care costs, such as Medicaid 
spending, as a significant problem (National 
Conference of Slate Legislatures, 20Q5a). 
Medicaid funding is ccntrai to the financing of 
MR/DD services in the U.S., and any revisions 
to the Medicaid program need to be sensitive to 
the growing reliance of people with 
developmental disabilities and their families on 

this vitally important state-Federal partnership. 



7. Q; What if there are general concerns about the SIS and its use? Questions about this Q &, A 
infonnation or Division Directives? 
A: Vdu can contact Sieve Wriglcy or Alan Tribblc at the DSPD State Office bv calling 
(801)53 5-4200. 

S. Q: If the SIS shows a "need," docs the team have to address it or fund it in die person's plan? 
A: Ko. the SIS is only an assessment too! that will be used by the person's team So make planning 
decisions. The SIS identifies the intensity of support a person "needs" to be successful in a 
variety of activi ties, in some cases, this is very different than live identification of "needs" 
requiring a Waiver scrvicc-'DSPD funding. If health and safety issues^ risk issues are identified, 
the team will want to make sure they have been adequately assessed and addressed in the plan as 
nccessary. 

9. Q: Will DSPD put out a Division Directive on SIS and Risk Assessment including clear 
timeline for impicmcrnBtion? 
A: Yes, DSPD is currently working on a Directive thai provides instructions/expectations for 
Support Coordmstors, This is expected to be approved and in place by the end of February. The 
start date for itaplcmemadon of the SIS was 1-3-06, so DSPD is now administering die SIS and 
Risk Assessment for all people in M'R-RC and ABI sen-ices prior (o their annual review/planning 
meeting. 

10. Q; How will the Risk Assessment be used? 
A: Hie Risk Assessment is an initial screening tool designed to identify issues for the team to 
usssss/discuss. We want lo catch issues that might not be known or that have been lost over time 
so the team can decide bow they need to address the issue in the person's plan or even it they 
need to address it at all, 

11. Q; In the Risk Assessment, why are different types of scores used (0,1,2 for some items and 
Typc/FrcqrTirae scoring for other items)? 
A: We are using some items from the SIS with their existing scores, so we do not need to repeat 
the same basic question and then we have added our own items to expand die assessment to cover 
some areas not addressed in the SIS. Section 4 has been created for Utah lo include the items we 
have added and arc scored the same way as Section 3. Because wc arc just trying to identify 
issues for additional assessrncnt/discussion, this will not be problematic. 

HQ; Is this an unfunded requirement to provide staff time to be a respondeni for the SIS 
(specific to Supported Employment)? 
A,: No, one staffs time can be reimbursed as they are with the client engaged in assessment 
activities. This replaces the 1CAP as a pan of the required assessment process. 

Support Coordinator Traininti.-1s.^es: 
13. Q; How arc Support Coordinalors trained? 
A; Steve Wriglcy and Alan Tribblc completed the SIS trmn-the-traincrs course provided by 
A AMR and are providing the training for Support Coordinators and oversight for the SIS 
implementation. Support Coordinators training consisted of an initial 3 'A hour training from 
Steve and Alan, practice, a second 3 V? hours discuss!on'reriew and training on bow to use the 
SIS in planning, follow-up training by DSPD Units including the electronic version of the SIS, 
Statewide Q & A phone conferences, and ongoing follow-up with SIS Region Coordinators and 
Unit Mentors, 

14. Q; There are concerns about administration of SIS and providers seeing lots of variability. 
Arc all Support Coordinators trained the same? 
A: Yes, all have completed the same initial training but we arc siii! doing follow-up. The SIS 
contains some complexities and subtleties that take time and practice lo master. Wc may need a 



coupkmorcmonths to get cv^ane up to speed; however, we wilj continue to.^e a variety of 
admimstratjon methods as there is not only one right wsv to do it. We are training die eeneral 
procedure as oudmcd in (he SIS manuai and supplementaJ materials, but this allows for flexibility 

. C [,'t rt0 cp sc'tnt unless we have a problem tliat we need to address with more ' rigid instructions. 

15. Q; h DSPD sees a comlict of interest for providers to complete the SIS; why is it no! a 
conflict for Support Coordinators too? 
A: This seems to be mostly related to vsinS the SIS for some funding related pnrpoje nnd diese 
decisions have noi been made as addressed in question «3 above. In general. DSPD wants a 
ncutraJ assessment that minimizes the potential confiicl of interest that a provider mighl have in 
assessing the micnsiiy of support needs for a person in their sen-ices. DSPD or Stmport 
Coordinators reimbursement from Medicaid or their actual salary is not directly or indirectly 
cfTcctcd m anyway by the outcome of the SIS. Any monej- that might he saved bv 
immmiangfreducing the costs of one person's services goes back to the provider* throuch 
contracts 115 providing services for anoiher person. 

16. Q; If a prouder is already doing the SIS, why not use theirs'-' 
A: The primary reason is that DSPD has worked with AAMR to produce a unique SIS just for 

n^Sn01135 thC Slaadilfd SIS- Also'lhcrc ^ considerations discussed in ^ 15 e. Additionally, DSPD wants to ensure the same standards for administration and scoring are 

The in fe^^S-DSPD is going to considerable lengths in training and oversight of die SIS. Wc believe limiting the admimstration of the SIS to only those DSPD Won 
Coorainators wlio have been certified in tbe SIS. will prodocc a reliable and valid SIS for everv 
p-wson in DSPD semccs. 

17. Q; Can DSPD provide training for provider staff? 
A: Steve and Alan have set up one training per Region for provider staff that will be involved in 
being an 'YespondCTt;informant" - what we need from them, how the assessment works, and just 
the practical stuff. We could help pro^ders put together training materials if they arc inlcresicd in 
conduamg additional trajning; however, DSPD does not currently have plans for additional 
provider training. 

Sharing scorejjj'raw dfltfljpjjjzpiltlgl 
3 S, Q. Why do Support Coordinators not want providers to see scorcs-Vaw data'' Is it best to 
d.ScribeilHS the Support Coordinators own the SIS or the ' W completes it for the consumer? 
A, Hie SIS ts a DSPD tool completed by the Support Coordinator with information from the 
consumer and various other people who know (hem well (respondents). The Support Coordinator 
is trained to solicit information trom the respondents and score each SIS items based on all 
available information. It might be misleading to say, "die team completes the SIS" as it is not a 
consensus type decision making process'aciivtty. The team gives input and die Support 
Coorainalor scores it. The Support Coordinator can discuss scores on items to generate 
discussion; however, they are not expected to share the final score recorded with the team. This is 
standard assessment practice and will speed up the assessment proccss considerably We do not 
want to encourage extended debate over scores on individual items, that is not the way the SIS 
was developed. * 

19. Q. Ot all the raw data and sumrnary reports, what does provider get? 
A. DSPD has worked with AAMR to produce two reports (a short and lone report), Once the 
electronic SIS is operational, providers will be given a copy of the short report. The short report 
contains the standard SIS demographics, summary scores for Section 1, 2 & 3 with tbe Graph for 
Section 1. Wc have added all the actual items with scores and notes for the Risk Assessment and 
a separate to of all items marked as most important "To &/or For" the person with scores and 
notes. Tins will provide the most important information for planning in an efficient report format 



The Support Coordinator vvitl have acccss to the long report thai adds sli item scores and notes if 
there, is a need for additions! mfbrmution on a specific hem; however, wc do not see a need to 
distribute the long form to providers- at Shis time. 

20. Q; If using the SIS for kids, do providers get some scorcsTaw scores? If not, they would only 
get to/for lists & risk information? 
A: At this time we do not have 8 report fonnat for children; however, we plan to give providers 
the same short report described in #15 above without the standard scores and graph, 

21. Q: Can providers have access to SIS data, individual'aggregate? Just fortlieir clients? 
A: Individual data will be provided only in the reports described in #19 above. Individual or 
aggregate data will not be provided more directly until we have a data rvstem with provider 
acccss. This is still very new and the USTEPS (DSPD data system) has not been deployed yet, so 
we really do not know at this time. 

Reliability Issues: 
22. Q; Do we need inlcr-rater reliability chccksMata or other reliability assessment to prove 
DSI'D has good reliability' with the SIS? 
A: DSPD will need to develop a methodology for assessing reliability to ensure trust in the SIS. 
Wc do not have a current plan for how best accomplish this need and we arc currently focused on 
training and implementation integrity that will directly improve rcliabiiiEy. 

23. Q; Can the Team involvement or consensus provide "irast" that scores arc reliable or do we 
need inter-ratcd reliability assessed formally? 
A: We do not think team consensus on a score adequately address reliability and see Hi S 
addressing consensus scoring. 

24.Q; Does DSPD think law can have adequate reliability on the SIS? 
A: Yes, especially if providers cooperate by sending prepared staff to be respondents. 

Logistics of Adminislnttion of SIS: 
25. Q; Can the Division Directive on the SIS address scheduling the assessment with provider 
staff? 
A: Yes, DSPD will set the expectation that all service providers will be inviied to participate with 
a two week notice prior to the assessment, 

26. Q; Who can give information as a respondent to SIS, sometimes it is n supervisor tliat knows 
the person best or can assist in getting the most accurate scores? 
A: The SIS Manual says. "Respondent must have known the person being rated for at least 3 
months and have had recent opportunities to observe the person in one or more enrironments for 
substantial periods of time (at least several hours per setting)." DSPD's expectation is that 
providers will follow this standard in choosing who will participate. In most cases, one staff that 
knows the person well from a provider will be adequate to be a respondent representing that 
agency/service. If a provider chooses to have a supervisor as a secondary respondent, DSPD 
requests that they also have direct knowledge about the person's support needs and that they 
allow the most knowledgeable staff to be the primary respondent, 

27. Q; Does the consumer have to participate? 
A: No, but it is preferable if as all possible and if it is a positive thing for them. There may be 
alternative methods to get information from a consumer who does not do well in structured'group 
meetings. 

28. Q: Who has to be included, not included, can be included? 
At It depends; we want a small group who knows the person well (see # 25 and ??27 above). 



29. Q; Can soitk information be collected over the phone? 
A; Tin's is not ideal but is possible. This would be acceptable only if someone with unique 
information is unabk to attend the assessment meeting and can be ask a limited number of 
questions at another time or over the phone. The expectation is that most asscssrocnls will be 
completed in a one-time assessment meeting with all respondents present. 

30. Q; Does a provider need to provide information for all sections? (e.g. can a Supported 
Employment provider just answer employment questions?) 
A: It is preferable 10 participate in the entire assessment meeting; however, this is not required. 
The SIS is not divided up in a way that a particular provider would oniv have interest or 
knowledge in one area. See $29 above for more information. 

31. Q; Can SIS be done at the time of annual planning meeting? 
A: Tins is not acceptable in any norma] situation with a person already in services.. The purpose 
of the SIS is to prepare lor the planning meeting and the time requirements arc not conducive to a 
quality assessment or planning meeting. ^ 

Q. Can DSPD Support Coordinators eomplelc the SIS prior to the assessment meeting 
without respondents input? 
A: According lo the SIS Manual the interviewer (Support Coordinators) can complete the SIS 
without a respondent; however, the DSPD expectation is that the Support Coordinators oniv pre- 
complete a portion (less than half, if any) of the SIS that tiicy art very confident is correct and 
tnat they review the entire SIS with the respondents for feedback and additional information. In 
some cases, pre-completion of a portion of the SIS can speed up the assessment without 
compromising quality. 

An updated version of this A A.MR . Supports Intensity Scale 
Questions from Provider?; and Answers form DSPD document will be posted on the 
DSPD Website and will include additional items and clarifications as needed. 
www.hsdspd.utah.qov 



Supports Intensity Scale: 
What It is and how it can be useful 

Marc J, Tossi, Ph.D, 
Mjocafci Pirffiwr sf 

cr C^rslfs* r Dras«;. H1I 

Rodney E. R&alon, H,A* 
S^Kl DfCHWlM S-Kir^EI 
DWAOf, Gf UHO^WS 

702i Ihkft - Fccui on 
ar»«rtJ*Of* r Kt - A^ll 11 - i ^ rCO* SIS^ 

SIS - Authors 

J.amck Fl Tfitrfnpjion. f'n.D. 
Ilkftttt Startr t»n(»v»r*»ty 
EUl*rt R. Drywil, Pfc.D. 

pho ro 
£s>»yarit kl C»rn«jo*£l. f^h 0. 

Inc. 
Htba U . P^.D. 
Tra« Oect. erf W*1 Jt MH 
Caro^n M„ Muah«4, rt\ D. 

V*ndtirbat tln*v*nJty 

D-i-rtd A. Ro^jotj,. D, 
Uri»^«^-»ity of South Carolina 

Kftb»rt L Rcrial&tK, P* D, 
Kaxtinp* Cofii»9» 

WJiyr* Is. ElKi^mafi^ Pfi 0. 
KT lor BjmHC, Rr*»»rD+i in DO 

Ware fn.O. 
Unhf^ttA)* of ^dtUi C*n>4inft 
tlvchpftl L. -Pis.D. 

UrH*»r^tt> of Kiinv«» 

Amknein *uHfcWii*tlcin M WKrtJUl R»tirrti*feO'n 
itu 

SIS 

DcHning "Supports" 
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and wtlutc of indm tJ uali and tha! result in 
cnlianccd paiaoal indrpendcecc and fmni ortinty, 
^•tcain jJMlScipititra in an iMcndrpcndcnt tociet}, 
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impnwri) qwalit}' ol life. 
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they aim infiude tnuniitp. 
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SIS - Support Needs and 

Assessment Planning Process 
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The Supports Intensity Scalc 

WTiai fc it^ 
A standardized as vestment tool tpcci/icallv 

designed to mcaiiirc the pattern and ilit 
imensttj- of juppcmi. npcrftd by an adtih (16 
years and nltler) witb dcvelapmcB tal 
du abilities. 

- otljcr tiBscssmertt insitrumetiti prtn-idc 
indirect mensures. 

   s;s 

The Supports Intensity ScaJc 

" It NOT tlcficit based. 

• Focuttl tm wh«» supports: ate ncedtd fm ilit 
ixvdividuai to l»r mcccisfut. 

• The £1S it smciwi ts!!planning tcani* in 
making cialiinaj fwtJjjmTRtfc rcgrandmp a.a 
indiviiJuart support need*. 

' Is iiJtmdcd i:& be tued at pan of a.ti tupjxjft ncr4t 
as-iciimcTi! and planning piT«:cn. 

   .SIS I 

Ratings on the SIS 

■tfaWi^SM i/iou/c/ nrficct ihc tuppom that n-ould 
be ticccss&fy /err this pesson ta he * uccfs>/itt;/? 
cjdt actirin-. 

Each item mskrf an atfumption that tfir person 
has the opptmtnthy to participate as levels 
potcntiaiir requiring maximum frequency, 
cisne, and n-pe of support. Thcjrforc, 
re&pondcjjts fhouid lemtmher that futingt am 
reflect thif maximum Jci-e! of poinitial 
actifity, 

    SIS 

Definition of "Succcssful" 

To be successfulii defined as cngagt-rticm in all 
aspecu of an actirity as judged against 
conlcmporaty coninmnii)' standards, and 
resulting in maximal invnlvcmeat of the 
person in an accivify. In other words, 
succcisfu! engagcnjcn; entails a Irv e! of 
pcrforrnancc/invohemcnt/panidpation in an 
activity tlia.t it comparable to thai of typically 
functinning adulu u-itlium disabilities. 

   SIS 

SIS Administration 

SIS ii adminiiictrd a» a «rmi-»tructuried interview by 
» {jHalified interviewer with pi cfcraliVj tvo t»r mruc 
respond cm* i'ui l,:i ;>w the indiritfuAf well 

Pf,«pcmiknir: the person himicU/hcrtrU (Jf i.£»t,icotic 
b-Iid kfiotn the penwn bcinj; cvalujuct! for at leasr 3 
muniln - rcccnt oppontiniij- to obsmc ific furwon 
in one or moie cnviimuncrm for itubitantial periods 
attune (parcm,«iaIT( teadaer, fc-eii). 

SIS 

SIS Administration 

A qualified inierviciver is a professional with 
r.vpcricnct in worlang witii individuals 
willi deveJopmcntal disabilitirt. The 
Inierviewer completes the SIS by obtaining 
information about the person'* support 
needs via a Fcmi-slnicttired interview with 
two or metre respondents. The mtemcwer 
should consult a.s many retipondcnis as 
ncccssan'. 

laimicailE professional (case manager, 
QI>DP, psychelogist, social worker, ctc.). 

    JgS . 



The 3 Sections of the SIS 

Spction 2. Supplemental Prolcctitto and 
Advocacy Sca!c 

lists activiiio hsvinj; to do primarily with 
fdf-advocacj* n^aintt which an individual's 
pupjwt nrcdi are rated in rrjyatd io 
frcqucncj-, duration, and tj-pc of support. 

"Witat support docs iJtc pnvon need 10 
cngagf succcssfulfy in thin iifc activity?" 

SIS 

SIS SCORE FORM 

S!S 

SIS Scoring Form & Pro file 
Actmtici 
SuiyictJ.« 

taU\ Haw jtlftdMS 
Scrarr fcom f rrcrrviif 

A.. Jinmr Livinjc /S \ 7 \ « 
B, Cofnrounitj /J S i S 

// 7 | ft 
13, Em^k»r»>fns « 6 9 
E. Hr»h.b Ak Sflfcff f I t 
F. 27 7 It 

M-'M offtaivdird IS 
35 Fl'FPORT KEUDS INDEX 71 J 

Support Needs Profile 

131 l«tm "if i«l - Imnami uf-rttu -)>»)« 11 
FfirirH twwflfcMfcM** 

IE. tMMHfl Nwbf 

^ . -14 ♦•«.... 1 *■* ; *.» i | ,.. • 

""^ ""j ^ | '  !—1—^r.'-J-;-—%— —-— -■ i .1      . j j i» » , I """'"*- J. ! ^ ,,,,,1 ^ ^ ^ j ^ I ' " ' 

■ • ? f"" lit- —T-—-—-»ir*- i t ■ —} «  ■ —K—. j —r-^r: T* —ir~: 
i jyj  

4 

h 



SIS Interview 
• Tire inlcrvicwcj i-lioiiW itlnn a bim/hcncV 

"irZwr tappatt dttc* thrpcnos nsrrf ro cis£a~t 
tucccisfuBym shit lifr actfrity?" 

S3S 

Supports Intensity Scale 

SIS 

Supports Intensity Scale 

3 Secii nns of the Si 5: 
- Section l.SupfSKjfi Xtcdl Stak {49 iirnjs) 

- Section 2, Supplctnrmal JVotrction and 
Advocarj-Scak (f iicmK) 

- Scction 3. Evcrptitinil Mcciira! (16 itcmt) & 
Brbcnoca! (U itcmi) Suppc/n Nerds 

SIS 

The 3 Sections of the SIS 

Scction 1. Sttppon Nccdt Scale 
Us-t* on array of life activities a;;ainn which an 

individual's uupport necdsi arc rated in 
rcgaxd to frecjucncj-, duration, and npc. 

"I Wm 1 support does the person need to 
cn£.i£c succcsnfullr in (Ids life actirinr" 

SIS 

Section I, Support Needs Scale 

(' Life Acjiiit^fra* (19 iife arm-irli-O- 
A. Home l^h-ing ActiritJes 
B. Camnmnity Living Activities 
C. UfclDng Learaing Arlivitics 
t>. EmployTucnl Aenviiies 
E. Health and SafetyAcm-itirt 
F. Social A ciiviiies 

SIS 

Scciion 2. Supplemental Protection 

and Advocacy Scale 
RATTtyns- 
• FirquciiCY ^tm- ofien s» ibe Mipp-on nc-cdrd) 

P - 4- {< mtmiJilr tvcuiSji 

• Da Support Tins c (w l»ca uttti c df how m uch time 
ii rr^tiiicd fesr the *lrppon) 

b • 4 (K-ptac > 4 tKiuni) 

• Tj-jk? of SuppiJfi (wliat n ihc Ivpr of mpport ntedrd) 
O - * r-uli FliVTiifiiri A ) 

  SIS 



TJie SIS wiU provide an assessment 
of individual support aeeds 

Scctwn Ij 
- PROFILE «f 6 *ctrrity arcsii (Mcau = IE>;SD = 3) 

SIS SwpfHart Nccdi Index SI> ^ 15) 
ScClitm 2: 
- SupplrmcnuJ c^nsidcrarioctb for Pycurcxion aud 

Ailwca-cv ActivTilirfc. 
Scrtion 3: 
- A**£&iniciii erf Suppan CGmidrratiom &» 

Ea-crptiiojia] McdkaJ and Bcim-ioral Swpp^n 
Ncrdv. 
  SIS 

USEFULNESS OF SIS 

SIS 

IndivitluaUzrd Measure of Support Krrds- 

I * Prefik of nrt-dfiJ sapporti nionvr Lninj^ CDnHnunit)1 

i Uiirj, Liirlong Loiiuive. ut||i]fi}TnriO'lp*tth in<! 
Sifctj. Sociil) • tofrChrrU>ci.ii tal»cil1ccu.iidjnt unrts 

] pmuilt t pidtTB Man insiivid til'f (upport nrrdc; 
• A SIS Snpport Nfrdi Isdu lot ccm|>ositr KUsdtrd fccc(r» 

fc CilmlJlt-ii hotn worn I inm the sii luVwtln.) I 
prcn-idtt in twcmll indkatbu of tfar InUuih) of in 
■sdi>idiiar» fu^p-nrti Bcredj; 

• Snpiw* hjtrd on rrotrrtlon ind Adt ix*fT 
Scores; 

' JVnppart nraiidrr<UDO*» Viii'd on nrcplinn*! tardifal ind 
hrbarior^ iufrptifl itrrdc 

• I'ricxin o:»f: Bisis fnr dcrtlaplut; *B Indh >tl««.li7rd 
SitfjHin PiuL 

SlK 

Tnciiridualized Measure of Support Needs 

Although ibe Suppora Imcrmry Scale (SIS) 
wat developed primarily at a tool Jo assist 
viill individualized nippcpru planning, it 
does pro\-ide a direct measure of suppon 

reeds thsH can be aggregated across 
comparable proaps and agencies. 

Poicntial Use of SIS Data 

l. Inform Jndh-idiiaEiicd Rcujurre Attocaiiwn Ntc«3cls: 
(») ctJtnpahsons of levels of luppoit n red t p xilictrd an 
the basis ot ihc SIS trith lrvel.s o! suppons atlujlly 
prtHidcdj 
(b) drlrrmlnatiDii of inc-ijuuiri its trimlnii-irmrnt nod 
funding partems based on an individItars inlcnsitj' af 
assessed suppon nrctU; 
(c) along vrilb mlict prn DruiJ/iriiiind ual chansccrrmio 
- pioviilcs a uscfu! tnratmc of a pcrscpn«ccniricd 
rariable ll>at can astiei ift expiatninp funding needs. 

SIS 
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Murdoch Center Foundation 
[ 'kimL- ] (litH CO-V TACTS ] [ j/tuaj ] 

919-544-3082 

)D-SNAP 

The Developmental Disabilities Support Needs Assessment Profile (DD-SNAP) is an 

assessment too! that can be used system-wide to consistently and reliably assess a 
person's level of intensity of need for supports and services. It was developed in 

response to a systematic need identified by the North Carolina Developmental 
Disabilities Policy Workgroup. The DD-SNAP is the result of three years and countless 
hours of work by numerous individuals involved in the r^onh Carolina dp service 
system. The DD-SNAP is currently used in North Carolina and several other states. 

DD 

SNAP 

DEVELOPMEKTAL DISABILITIES 
Suppwl Nf«ts fVtitite - 

DD-SNAP AUTHORS: 

J. MichncJ Hcnnikc 
Aleck Myers 

Tom Tluirnpson 
Rod Realms 

FEATURES 

~ Easy to administer (average administration time 
is between two and twenty minutes). 

Measures need in three domains: Daily Living 
Supports. Health Care Supports, and Behavioral 
Supports. <- 

Uses a simple five point scale. v'Sru ■. .■■■: . 

*=. Ongoing reliability studies being conducted to 
insure inter-rater reliability. 

- Training materials available including a video 
based examiners' curriculum. 

- Accurate need profile information can be used to 
facilitate state-level planning of the DD Scrvicc 
Deliver)7 system. 

The authors of the DD-SNAP include a team of 
psychologists with over 75 years of combined 
experience in the field of mental retardation. 

EMPIRICALLY VALIDATED 

~ 1997: Initial field lest (N = 553) 

http:/Av\vw.murdochfoundation.orgyI)DSNAP.btm 



- 1997-1999: Two year revision lo improve 
prcdictivc validity. 

~ 3 999; Second field test conducted, strailfjed 
sample (N = 100). 

- 1999 field lest found to predict "good" or "ideal" 
support arrays in 70% of individuals. 

CLICK HERE 
FOR PRICE and ORDERING 

INFORMATION 

[ Ikoifi) [ iic ] [ COntactn ] [ LIiOALJS5ii£v j 
■ .-V 

Murdoch Center Foundation 
Co^jT^gbl © iO&l JtlBrri&si! Coittr FeanditiDn 

P. O. Box 92 
Butncr, .NC 27509 

919-S44-30S2 
{{Stiritipfr.i'f. (ij-tlxit; ih. tif; 

http:/Avw\v.murdochfoundation.ore/DDSNAP.htm 
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The Experience of Using the 
Invemory for Client and Agency Planning (1CAP) 

Anna M, Palucha and Sauls Homatidis 

Abstract 

When yeerMng with a eSent *ith dual diagnash (i.e., 
etevdopmcnlal disabilm1 and menial htahh problems), it 
is often desirable to use a standardized instrument to 
gauge the level of support the individua! requires. 
Although there is an overall psucty of ruck instruments, 
the Inventory of Ciient and Ageney Flonnmg (ICAP) is 
specifically designed to estimate the level of support 
wjuirei based on; a) the individual's level qffunaionlng 
itf a number of areas, and b) she py.smcf'absence of 
maladapthe behsfiowt. Tnis study was undertaken so 
describe the Junetioml status and support needs cf the 
elients seen for extensive ou^sotient consultation at the 
Dual Diagnosis Program at the Centre for Addiction and 
Menial Health in Toronto, Canada The results arc 
discussed in the contexi of issues. related to the 
administration of she instrimcm and she duality 
(developmental and psyekiatric) of the ckallenges thai are 
encountered by individuals and professionals alike. The 
findings vlth nspcct to the discrepaney between actual 
and required lewis of support shed some light ort the 
ongoing struggle af the community to meet the needs of 
indsviduals who ere dually diagnosed 

It is important for a ptogrsm thai provides clinical ssrvics Id be able to 
dsscrSjethspapulwtonscnTd in terms of relevant chamctcnstics to idsntifv 
referral trends and plan for the prnvWoa of future services. The Dual 
Diagnosis Program al ihs Centre for Addiction and Mental Health in 
Toronto, Canacs recently introduced an adtniimn esssssmem package - the 
Inventor)' of Client and Af.atcj Planning (ICAP) - to obtain relevant 
clinicsl/funttiona! iaforaiaibn on the disnts rcfened as wcl! as to assist in 
evaluating the effecti^encis of subsequent imerventioni. 
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index 

COMPONENTS 

COMPONENTS ISBN PRICE 
(Cdn. S) 

Complete Program 
(includes Examiner's Manual, 25 
Response Booklets) 

9-22160 S27B.5D 

Response Booklets (Pkg, 25) 9-21900 S11B.25 

Prices are in effect October 1, 2005, 

Compuscore for the ICAP (Bradley K. Hill, 1&99) 

This program runs on Windows &5/98/NT (S MB free RAM, 4 MB free 
hard disk space), As there ts an enormous bmount of information 
contained in Ihrs new version, it is more easily accessed via a CD ROM. 
New features include; 

» Onfme manual for easy access when questions arise 
• Printing capability on network and Windows printers 
• Launches to a word processor ~c. 
• All reports can be saved to a file 
• Datafites are not iimited to 9,999 clients 
• Imports existing datafiles from Version 1,1 
» Y2K compatibility 

COMPONENTS ISBN PRICE 
(Cdn, S) 

Compuscore for ICAP, Windows Version 
2.0 9-228 S4 S471..0D 

Prices are in effect October 1, 2005. 

   Uu | Cwty.t L »: C^cnv Sniiw; Sw i^tain- 
lwws» tfumnj lit: \TiwJ- *\^vTiidmTI 

http://mw.assess.neIson.coni/icst-ind/icap.htnil ! 0/19/2007 
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Oni; of the mandates of this relatively new program is to identify gaps in 
service cteBvoy and advocaa for the needs of individuals with das! 
diagnoses. Th; levd of support that these indtvidonk require; is an ongoing 
Question. Communiy care providers in the devejopaienta! scctar and thaw 
in the mental health iector frequently have divergent views abom the needs 
of this population. In addition, fee enromuntty often feels ili-equippsd to 
roajtaec She many cholienges with which theje clients are conirontcd, and 
tuiKS to hospitals (general and psycbiatric) in the belief that these facilities 
can have e significan! impacl on their client's presentation, 

TT-ji present study had two purposes. The first was to summark: the 
information obtained with the 1CAP to describe the clients referred for 
outpaiieut consultation with respect to adaptive and rnaladaptive 
functioning. The second purpose was 10 gain an estimate of the level of 
support needed by these individuals in cctfer » dsiennitie whether or not 
they are under-supponed. 

Method 

Ciieats with a dual diagnosis referred for consultation service to the 
commundty-hased team were administered the ICAP as part of the 
assessment packaje. The ICAP was eorapleted by mtsnnenving a care 
provider who knew the referred client well. 

The ICAP (Bruininks, Hilt. Weaihaman & Woodcock. 19B6) is a structured 
instrumen! developed front tbe Scales of Independent Behavior (Bruininks, 
Woodcock, Weatherman & HSU 19fi5) to assess the status, adaptive 
functioning cad service needs of clients. The instruments share the same 
norm ins sampl:. 

The results were analyzed with respect to: 1) level of adaptive funcitontrig, 
2) seriousness of malisdaptivc behaviours, and 3) match between tbe actual, 
level of support and level of support recommended, 

Results and Discussion 

Characterist ics of Clients 

In total, 18 dicnts wot administered th: ICAP as psrt of "die assessment 
proccss, 10 males and 8 females. Their ages ranged from 1S to 52 years with 
the mean ape of 33.8. 
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The majoriiv of cJienis funnioned in the niiEd Q$Mi) or niftEisrst; (33.3%) 
range of intcllcctual disabliin- (ID). Two cIIhsis wcrr m ib; Iwrdsrlinr Irvd 

and two were at the severe level of ID. For erne client the level of ID 
was unknown, 

With regard to psychBtrk diagnoiii, more them half of the ciicnts (61 
were dttignoscd with a psjxhnti: illness.. The sccond mos com mo a 
psychiatric diagnosis was mood disorder (17,7e^). Four clients had a 
diagnosis of autistic spectram disorfcr. 

Adaptive functicning 

Tl>e Broad Iftdcpcndcricc Index was used as an ovcnall measure of adaptive 
fuiKSictnlng, This index comprises fa-ur domains of independent fijaafen'mg: 
mtitor sktlJji social'comraanication, personal living and community living 
skills. Results expressed as develcipacntal age indicate a wide range of 
functioning ranging from L7 years (profound range offe) to 13.6 years 
(mild to borderline range of ID), with the mean developmental age of S..,£ 
yesn, 

Maladaptivc behaviours 

The General Mai adaptive Index was used as so ovcrals measure of 
moladaplEve behaviours, er.compaising both the werity and ferquency of 
problemafsc behaviours that can be furJier classified as iniemuliard. 
externalized or asocial. Exactly half the clients displayed serious 
maiadaptjve behaviours and another 11J% had moderate ma!adaptive 
Iwhaviours. For the remaining clients (33.3 %), the level of mcladaptive 
behaviours was c'sssslled as raarginal or narmal, Xons were classified as 
very' serious, despite the need for involiratary inpatient hospiialiTaiion 
and^or breakdown of service in a number of cases. One possible explanation 
for this finding is that this maladaptive behwiour index may underesdmaie 
the seriousness ofbehavipura! problems if they are episodic in nature and.'or 
occur in one or two areas, In addition, h is passible that some respondents 
may downplay the seriousness of the behaviour if they fed that it may aiTect 
the provision of much needed service. 

Lncl of support 

Table 1 indicates thx while 9 of the 1S ciicnts received the level of support 
as rccommcndad by the 1CAP. (he other 9 were under-supported. Most 
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suBsrafily. ^ of As clicnis who, according id she 1CAP, should recdve clos: 
siipcn-iiion. lived in shrfters or semi-indcpsnnem living siwalions where 
supaviskra is infrequent. 

Tnhic I. Ctt-mparhpr. of Level ef Sbppart Rcoommaded by ihc 1CAP and 
Current Level of Support Recehtd (ftpjrvj on diagonal 
rrpresent a match, /igurrj behv diagoKi} rf^rescnl inadeguslc 
tupfwi/     

Ctrrcnt inri l£vi! cf Sifpan Xt:tt>amtrKbd 
of Support hy JCAP 

Cleat Rt$u!ar Jr/rcquen! 
Itpetviticm svperrithn supen'isian 

Close supcrvisiun 6 0 0 
{group-'paiian bom;) 
UrgularrupcrvisiM 0 1 0 
(liaMtat'<bowdin£) 
IflfequmS sypers'issrin 4 5 2 
(SIL/sheltw)     

The most sinking finding of this przliminjcy study :s thai 50% of clients 
with a dual dlagnnws who vve;e referrrd for a consultsiion service were 
under-supported in relation to their needs for sapsmsion and tsiistancs. 
This is not surprising given She recognition that tkrnlty diagnosed clients 
have been reported to have higher resonunended levels of needs compared 
to general psychiatric population (Ltmsky et al, 2003). This tin dbg 
underscores a tension that exists in the community. Care providers often 
scramble to access mcntiil health services at least in part because their client 
is uader-supponed tad therefor: batoei vulnerability is heightened. The 
mental health sector, on the other hand, is acutcly aware of the paucity oi 
resourees in the community that would ensure 6 succcssful discharge from a 
psychiatric unit and the ensuing risk of prolonging the feipadeal stay. This 
tension is sometimes sustained by dcfinmg the client's problem as 
"behaviours]" or "psychiatric," thereby atttsapang to shift responsibility to 
the developmental or rrsentsl health sector. 

A number of important areM of concern have been Identified with the use of 
the I CAP. The presentation in individuals who pre dually diagnosed is more 
COtnples than in those with {ievelopmenlal disability, particularly since 
impact of personality/psychiatric factors on performance of a skill is less 
consistent than when there is a only developmental failure to acquire it. It 
appears thst the General Maladaptive Index may, in some cases. 
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underesumate Ihs nscd for suppon iftbs vc.T serious bekstviour is vtrv- 
c:-ura«:nhsd or rafrogumt. In addition, the inslnuncnt is .subject to 
respondent bias tb« may resuJl in significaiK undw- or avcr-rating. Given 
tnsss c-ontcras, caution ts recomniHidcd wher. Kss»ssin£ individuals \rith a 
daai diBfinosts. 
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APPENDIX #6 

State Resource Allocation 
Strategies and Challenges 

Chartes feseiey Ec.D. 
Nstionai Assonation of Sate mrecssrs of 

Deveiopmerttai Ksarnties Serscss 
Jfrnuftry H, 2J3538 

for 
Maryionsi DeyeSopmencat OisablHties Admmistratioa 

The Resource Allocation System 
fssat should... 

Achieve state policy goals 
es& v individual needs 

✓" Program / service direction anc change 
^Provider capacity 

Align rgimtiursements v^th indtviduai support 
needs, provider costs 
Be consistent and predictable 
Contata costs, dooimenl outcomes fe promote 
sound fiscal management 
Achieve stability, mirrimize rate creep 6 cast 
escalation 

,a. i 
Purpose and Intent 

Whst do you want from your resource 
aitocatian / rare settrng system? 

• Improve aattity to cover costs 
• impiement uniform service payments 
• improve equity and fairness 
• Address regional or historic inequities 
• link allocation smounts to service needs and 

tne assessment process 
• Support incfivkiuafeed budgeting 

Enr 

■a-c ii.g an 
MS 
}:ma 

And.,. 

Reflect actual provider costs: service, 
management, operating, administratiofi and 
overhead 
^ losnti'y csk per units of service and isy 

Service type, scone, frequency c durEtion 
Reflect individual need 

SndivkS'jBlizec needs assessment 
^ Person-centered planning ' 

Provide a framework for individual 
budgeting 

§| Individual Budgeting Decision 
Framework 

Who will be served? 
- SigMity 
- Funding priorities 

What services will be provided? 
- identification of needs 
- Seiection of supports ^ 
- Service scope, limits and caps W - 

How much will be paid? 
- Assigning costs 
■ Limits and caps 
- Establish funding metnoda.nfy 



Needs Based Allocation 

Strategies 

Two basic approaches: 

1. Prospective • Statistical 

1. Retrospective - Developmental 

* Mixed 

Unking resource ailocation cmounts to 
IndMtiml need 

IndivkluaBzed waiver services led to shifts in 
provider reimbursement methodoiagies 
Move from categorical, fee-for-service, 
program specific models to payments based 
on individuats* needs 
State strstefies differ 
Developed uniform statewide systems for 
resource allocation 

Ftenton Enters Syjpues?j 
Addresses the budgeting framework 
questions 
Methodology Links individual 
assessment data to costs of services 
for individuals with similar needs 

Assessment based on data on 
functional characteristics and/or 
service needs. 

Determine Total 
frumfang Amouni 

Prospective Retrospective / Developmental 

The budget amount is determined 
before the individual ssrvice planning 
process begins 

Process is data-based, must be 
transparent and svailafele for 
consumer input. 

Wyoming's DOORS, South Dakota's 
Service Based Rates, Colorado 

Provider payment allocations are set 
through a person-centered planning 
process 
Provider rates may be based on 
statewide tiers or a series of levels 
reflecting Individual need differences 
Service amounts, numbers of hours are 
determined during the PCP process 
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Retrospective 

Inventory for Client and Agency 
Planmng {ICAP) 
Supports intensity Scale (S!S) 
Developmental Disabiltties Profile 
(DDP) 
tsorth Carolina Supports Needs 
Assessment Scale (NC-5NAP) 
.Varyland individual Indicator Rating 
Scale 

Rates may fc>e negotiated based on 
individual service need and statewide 
priorities. 
Payments typically reflect costs 
related to service provision, 
management, 
administration/overhead, operating, 
etc.. 

Structured evaluation 0f adaptive and 
probtern behaviors - 185 items 
Infarmstion on diagnosis, disability type, 
persona! characteristics, functional 
limitations and sendee needs. 
Assist m screening, rnomtoring, mansging 
and planning. 
Not designed for rate-setting and allocation 
but is used by some states for this purpose 
Used by- MT, WY, SD, TX, TO, !L, NE. 

Scope of assessment tool: nsaonai ve?sus state- 
specific 
Psychametrics ■ Estsbitshec reliabiitty, validity sr,d 
standardnation 
Coutprshensiveness • aopitsd to sB ssrwees a£>^ 
supports {MW in proosssj or car^etsd to ssectfic 
watvert. popuiBtsons csr services 
Administration mettrods: indeperaient, provider or 
state 
Otter Issuer • stataHty, outlier coverags, garrang 

ftessurs frequency of support needs across 
life activity, behavioral ana medical areas. 
Developed by AAiDD for adults 
Solid reUability and psychometrics 
Designed to assist individual support planning 
Subscatss: home living, community living., 
lifelong learning, employment, health, safety, 
and social 
Does not gather some individua! information 
States: UT, PA, GA, CO, WA, LA, OR, »■_ 

MWmal hsallti status 
SBorrasvton 
MiniinaUy addresses 
support; rveed 
Deficit isased 
Inter-rster reiiabiliry 
tasdesaate roverage of 
vnaliorsai supports 
No iiifo on 
carspvers 
Does no: sapport mdrnduai 
service planning 



Using the SIS* 

Weaknesses 
• Bee «3—Inisterec by 

skfitesi jfidrndials 
• AdsffSona! personal 

^aftsrniBtiar. mist be 
prov-Kied 

• tnier-rater retia&Hity is 
less strong flsut being 
teswvad) 

• No crUc vBfskm 

■ .r -■ n 

Bm* 
^JL_ 

State Models 

Wyoming - DOORS 
• In existence since the mid 1990s 
• tCAP to determine eligibility and 

functional status 
• Sets individual rate using multiple 

regression techniques based on: 
- Indiwduai characteristics 
- Histones! expenditures 
- Service utffeation 

Ill- 

State Models cont'd... 

Washington 
• Payment model wiii? information from the 

SIS and other consumer related factors 
including service hotss and support levels. 

• Determines direct support component of 
residential service rates 

• Individual payment ansounts across 7 levels 
• !n process - also working on payment models 

for employment supports, adult community 
access and others. 

||| State Models emit'd... 

| Georgia 
§ • Developed a statistical proprietary 

mechanism. Relates SJS assessment data to 
historical costs, current expenditures and 

Bl annual funding allocations for the system at ,a™i large 
• Designed to achieve the fair and eQuitaise 

mm all(Kat!on of resources statewide 
e • Rates wtl! be based on a predetermined fee 
• schedule 
| ■ Will support individual budgeting and self 
! direction. 

State Models cont'd.... 
Connecticut 
• DDS Level Assessment. Currently used to set of 

level of need i-.at is equated to a budget range. 
• Identifies needs related to; medical/health, 

personal care, daily living, behavior/safety, 
communicatian. transportation, resndennal and 
day supports, social/recreational, unpaid 
caregivers and other factors 

• Will establish budget levels bv living 
arrangement type. 

> Working to standardize provider rates 
■ Will apply to the state's two waiver programs 

Hi State Models cont'd. 

Iff South Dakota 

|i • Sets individual allocation rates - 
individual budgets for the state's 19 

gl provider agencies 

P? » Uses s statistical regression formula to 
HI set individual rates based on: provider 

costs, individual service usage & ICAP 

11 • Strong statistical model similar to 
Wyoming's DOORS methodology 



Policy Issues 

• Support allocations must be based on 
reliable cost and service utilization data 

. The rate setting or individual budgeting 
methodology must be transparent, 
flexible, fair and equitable statewide 

• Adequately cover the cost of services 

| . 'Permit the state to achieve its policy goals 

■ 
More Policy Issues 

Perrmt individuais receiving support to 
achieve their own goals and aspirattons 
Support seif-directiori 
Respond to outliers and unanticipated costs 
Minimize financial risk to individuals, 
providers and the stats. 

■ Contain costs, ensure system stability 

rsnr 

^References 

Assessment tool strengths and needs: 
Smith, G., & Fortune, J. (2005) Assessment 
Instruments and Commuraty Services Rate 
Oetermination: Review and Analysis 
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APPENDIX #7 

TESTIMONY 
DDA Rate Payment Task Force 

January 14,2008 

Transportation 

I am Vicki Callahan, Executive Director of Opportunity Builders, Inc., a non profit vocational 

training agency in Anne Arundel County that serves approximately 310 individuals annually. 

We are currently running 31 van runs throughout Anne Arundel County and will approach 

500,000 miles this fiscal year. 

I am here to share my concerns about the ongoing deficits that we run in our transportation 

program. In FY 03 it was $89,118, then growing to $ 175,308 in FY 05. After a boost in the 

rates for transportation, FY 07 still resulted in a deficit of $139,683. With gas prices staying 

above $3.00 / gallon we anticipate FY 08 being no better. 

Because transportation is essential to providing services this money is pulled from other 

revenues potentially effecting the quality of other services. It is imperative that rates increase to 

cover true transportation expenses, so that all other funding can be used to provide the quality 

services and supports all individuals deserve. 

# 

Transportation Revenues vs. Expense OBI 

FY 03 FY 05 FY 07 

□ Revenues 

□ Expenses 



APPENDIX #8 

Changes in 

Medication Administration/Board of Nursing 

Mandates for DDA-funded Providers 

Year 

1 - 

Description Additional Resources 

Required 
1984 Medication training is 1 hour 

Approx. 
19&S 

DDA-requires 16 hour training for all staff 
who will administer medieations 
(DDA provides trainings) 

• Additional 15 hours of direct 
support staff time to attend, 
training 

1998 Senate Bill 445 passes: 

• Creates new "registered 
Medication Assistant" under Board 
of Nursing 

• A Board of Nursing-mandated 16 
hour class replaces DDA-required 
class; (LPN can teach Unit 1 of 
medication administration training 
class); RN must teach Units 2 & 3} 

• Additional $10/per staff person 
for new registration fee 

• Additional 5 hours of LPN lime 
(for Unit 1) 

• Additional 11 hours of RN time 
(for Units 2 & 3) 

! 2004 New regulations promulgated governing 
"Delegation of Nursing Functions" 

• RN must perform 45 day reviews 
(eariier regulations allowed LPN to 
do this review) 

• Additional $16-$20K per year to 
replace each LPN with an RN 

2004 

20 OS 

Senate Bill 405 passes: 

Creating a new category of "Certified 
Medication Technician" (CMT) (Vs. 
previous "registered" status) 

Regulations Implemented 

• New medication administration 
curriculum ("MTTP") is established 

• initial S20 certification fee is set 

J 
i 

i 

• Additional one-time S20 per staff 
person 



i Year 
fej 1 

t L 

Description Additional Resources * 
Required _ 

• Two year S3D certification renewal 
fee is set 

• 4-hour ciinical update is mandated 
as part of CMT re-certification 

• MTTP course hours increases to 
■ 20 hours [from previousl 6 hours) 

• Full MTTP course must be taught 
by an RN (previously, an LPN 
could teach Unit 1 of the MTTP) 

• Math and Reading competency 
test ts instituted 

• 1;15 studentrteacher ratio is 
mandated 

• 6 hour limit to training day is 
mandated 

• New assessment by RN of 
"Clinical Competency" in 
medication administration in the 
clinical setting is added 

• RN must take 16 hour training 
class in order to teach MTTP 
course 

• Additional bi-annual S30 per 
staff person 

• Additional bi-annual 4 hours for 
every staff person 

• Additional bi-annual 4 hours for 
RN to perform update 

• Additional 4 hours for each 
direct support staff person in 
each class 

• Additional 4 hours for each RN 
to teach each class, pius 5 
hours for Unit 1 previously 
taught by LPN 

• Additional 1 hour of Human 
Resources staff time for each 
potential employee for test 
administration 

• Additional (estimated) 2 hour 
visit by RN to clinical setting 

• Additional IS hours of RN time 
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Chimes 
Marty Lampner, 
EVP and Chief Administrative OITiccr 
410.35S.43S7 (ofTke) 443.865.2322 (ccll) 
Fcbruar>' 11,2008 

We thank the eomrmltee for the opportunity lo address you today. One of issues that 
providers have faced since the inception of the FPS funding system and its predecessor, 
PPS which established the funding base still underlying today's, has been unfunded 
mandates. 

Going back to the original funding system's enabling regulation one of the most glaring 
omissions was provision for direct Nursing Services. The early regulations contcmplatedL 
an agency might have recoverable costs for nurses providing training to slafTbut the 
nurse was never conceived as a funded component of direct care to persons being served. 
In fact the regulations explicitly prohibited a provider doing so without first going to the 
department and getting approval and funding for the serv ice a part from the rate. 

J0.22.03 05 D "Nursingsenices shall bepreauthorized by the Administration, provided 
under the direction of a physician as required and recommended in iheIPP, and include 
the falhwing: ~<L. 

(J) Education, supervision, and training ofstaff and clients in health related 
matters; 

(2) Short term or intermittent services (Adopted September 12,1966 and repealed July 26. 
1999 and new ehaptcr, General Provisions for Sanctions and Appeals was adopted) 

Analysis of the original system indicates UiaVihjrHealth Medical Component was to 
provide for the costs associated with certain^roftssional services and slafTtime 
associated with getting the person served to an appcintmcnt. It made no provision for 
nursing interventions, as we previously noted this was seen out of the scope of this 
system. 

Over the years since 1987, the Board of Nursing has proposed many additional 
requirements on the provider community. It is important to note that like the nation at 
large the people wc serve arc part of the graying of America. Whatever disagreements the 
provider community might have with the specifics of the mandates that have come down 
over the years, there is no real question that needs of people with developmental 
disabilities in the community have escalated since the formulation of the original cost 
structure. 

The required nursing services have expanded over the years; a list of many of these 
additions and changes is appended to this testimony. What has not expanded is the 
funding. Each new requirement has entered regulation preceded with the statement "no 
fiscal impact". 

It is easy to see how that could be said. No ,qr|eintervention is terribly expensive, a 45 
day nursing assessment at Chimes taken as asmglc event costs SS5.56 (Hourly rate S31 
plus fringe of 20% with two hours for the assessment and 20 minutes for travel lime). 

I 



If il were a onc-limc occurrence it truly would have little impact on a provider, but it is 
not. Forty-five day nursing assessments must be completed S. 11 times a year for a total 
orS690. Further the aging population served requires more medications so the number of 
individuals needing such assessments increases annually. For 100 individuals the cost is 
369,000 annually. The need to perform the assessment in the individuals' home 
complicates this further and increases cost disproportionately for rural providers. When 

homes are widely scattered, as they arc in Western Maryland or the Eastern Shore the 
cost is amplified by the lime it takes to get the nurse on site. 

Nursing Care Plans, again not somelhing dreamed of back in 19S7, may well be in the 
best interests of the people we serve, but again while no one plan costs much, SI 48 the 
number of times it must be done annually for a 100 people is $14,800, 

Medication administration is a delegated task to the direct support professionals. The 
cost of providing the training including the iirne of the nurse and the direct support 
professional, paying the fees for the cerlificati6ri and the administrative time involved to 
coordinate and follow up this process is estimated to be S242 per staffperson. The cost 
associated with an individual receiving servicc is dependent on the number of staffing 
hours assigned based on the matrix score. It can range from S49.86 for an individual with 
a level 1 in supervision, receiving 6.66 hours a week to 5434.18 for an individual with a 
level 5 in supervision, receiving 58 hours a week. (Sec appendix for calculations) Using 
our hypothetical organization with 100 people being supported and an average matrix 
level of 4, the cost to the organization is $29,944, 

Nurses have additional responsibilities including coordinating medical services, 
reviewing lab work, reviewing physician's orders and specialized training based on the 
needs of the person being served. Nurses also provide 24/7 on call availability on a 
rotating basis. Our experience indicates that the caseload of one nurse ranges from a low 
of 40 to 60 people with the complexity of the individual and the travel distance 
accounting for the variance. In our hypothetical organization serving 100 people, there 
would be two nurses with salaries of $64,480 and fringe of 20% for a total ofSl:>4,75_ or 
SI 547 per person to provide nursing services. This S1,547 is funded out of general costs 
which arc included in the ACG&T rate of the provider of $21,900 - 7.6% of the money 
that must provide insurance, food, housing, Jr^nsportation, management, staff training 
human resource and financial services. 

Without adequate funding, the people we serve are at risk. 1 he providers and ultimately 

the system will not be able to meet new demands and will be pushed toward collapse. 
This is particularly disturbing as the system struggles to find new capacity to meet the 
challenge of the Rosewood Closure. Any review of the FPS system needs to 
acknowledge these costs and insure that future requirements are not added without 

funding. 

*? *■ 



Appendix 

1. Administrative costs for medicationVdmmistration training 
Staff Unit Cost Delegation ' 
Administration 
20 hours Training - DSP 
20 hours Training - RN -15 
students 
Regislration Fee 

Clerical Support 0.5 hr/7.25 

Nursing hourly rate is 
S51.00 
DSP hourly rate is 
S9.00 
S upervision/Assis lanco 

Week 
Annual hours 
PTE 
T/O Factor 20% 
1998 Delegation Unit 
cost 

S160.00 

$41.33 
$15.00 

S6.00 
$242.33 

1 
6.66 

346.32 
0.17 

0.205735 

$49.36 

2 
13.33 

693.16 
0.34 

0.411778218 

3 
24 

1248 
0.62 

0.741386 

4 
40 

2080 
1,03 

1.2356436 

5 
SB 

3016 
1.49 

1.7916832 

$99.73 ji "- SI 79.65 $299.44 S434.18 

2. 45 Day Assessments 
Services Unit cos t Freq/Annu ally Total 
45 day assessment - 

$62,00 8.11 $502.82 

$9 72.99 

$71.30 $575,81 

$14.26 $115.16 

S85.56 $690.97 

2 hours 

Travel 11 mo R/T 0.3 hrs 

Salary Cost 

Fringe 20% 

Total 

3 



Deteg.ition 2003 

DclcgatiDfi 1998 

«5{iay200S 

45 day 1998 

50.00 550,00 $100.00 $150-00 5200,00 S25QJ30 SJff-3,00 

COSTS FOR 45 DAY ASSESSMENTS AND DELEGATION OF MEDICATION 
ADMINISTRATION 

$55,20 
$85.50 

45 day 1998 
45 day 2008 
Delegation 
1998 $124.88 
Delegation 
2008 $242.33 

Delegation costs have increased 94% and 45-day assessment 
costs have Increased 55% over the past 10 years. 

4 



Board of Nursing Requirements for Services 
Funded by tlic Developmental D is abilities Administration 

Year 
1984 
1985 

19S6 

1989 

Description 
1984-2fl07 

CMT training is one hoar (R. Claxtonl 
First MATP hours were 7(According to Barb Newman - meetine of 
8/15/2005)  6 

Med Admin course was 16 hours -requirements were included in the 
PDA refiulations for conimunity services promulgated in I9S6. 
Med Adtmn course was 16 hours -Firs! unit (7 or R hours) wnx tfiuvht 
by lay people find (he second unit (7 or 8 hours) uy?.t tauvht b\ 
physicians. (Carter Center. Dr. Georve Lmtxe. and Dr. Barimrn 
Hudson) The Develnnmenia! Disabilities AdministraHofi nrovidt>/J tfw 
tmSntita training. 
Nurse Practice Act promulgaled (administrative history of Nurse 
Practice Act) G-tube feedings and otlier acts were not able to be 
delegated, every individual administered medication by paid staff 
needed a nursing care plan and were to be assessed every 45 days - 
assumptions had been made that DDA licensed services were not 
impacled by regulations) Very few DD providers servcd pcople with 
complex medical needs - this became an issue when Highland Health 
closed in July of 1989. Maryland's waiver \kis contingent on no private 
ICF-MRs. 

]990 through 1992, there were muUiplc meeUngs among the Nursing Board, DDA, 
OHCQ and the provider community to define and clarify the requirements of (he 
Board of Nursing in DDA licensed sites. 
1992 & 1994 

1998-2000 

Nurse Practice Act amended to allow g-tubc feedings and other tasks 
that had not been able to be "delegated." 

2002 

Health Occupation Article Title 8'6A-01 Law for Medication Assistant 
passed, 16 hour course an^^jst register with the Board of Nursing and 
pay a Si 0.00. (BON website- Medicine Aides versus Medication 
Technicians) 
MATP - LPN can teach unit 1, RN must teach units 2 &. 3 (DHMH 
5.8.98, letter in DR file) 
Direct Support Professionals that have been perfonning delegated 
nursing functions such as G-Tube feedings, catheter care and respiratory 
therapy are eligible to be grandfathered in a Certified Nursing Assistants 
up to 2000 if the delegating nurse verifies the staff person has been 
performing those Amclions. 

2003 

According to a letter from Barbara Newman on January 15, 2002 - 
LPNs can work in a team relationship with an RN whom supervises the 
RN and and serve as the delegating nurse. The delegating nurse is 
responsible for those tasks outlined in the Nurse Practice Act, which 
includes a 45-day assessment when medication administration is 
delegated. The 45-day assessment includes assessing the individual, 
assessing the person that has been delegated to perform nursing tasks 

and assess the environment. The delegating nurse must observe the 
mdmdual delegated to perform nursing tasks actually doing those tasks. 
On 6/13/2003. Barbara Newman stated durum a provider meetine thru 

5 



the six hour refresher course and Ihe six month review is DD.-Vs 
requirement not the Board of Nursing. There is a rcquircmenl for a two 
year review across al! practice areas covercd by the Nurse Practice Act 
and the nurse should evaluate the individual whom is perfomiing 
delegated tasks in the environment. 

2004 Nurse Practice Act is revised to include functions of critical watching, if 
the RN assigns the LPN to fulfill the delegating nursing role, the RN 
must visit the environment every two weeks; medication technicians 
must be available on a continuing basis 
Certification of Medication Technician is instituted - an initial S20 fee 
with a two year renewal fee of S30. This will begin as a conversion 
process over two years with all current medication technicians' being 
converted and then renewed with the S30. Hie medication 
administration-training course was increased lo 20 hours. Regislercd 

nurses had to complete the "Train the Trainer" Curriculum prior lo 
beinR able to tcaeh the course. 

2006 New Certified Medication Technician Training Program is effective. 
Training includes 20 clock hours of classroom training, a maximum 6 
hour training day, English and math proficiency exams not included in 
20 clock hours, 1:15 mstructor/student ratio, and clinical setting RN 
observation within 30 calendar days. Nurse Instructor must complete a 

16 hour "train the trainer" in order to teach the course. A 4-hour clinical 
update is required lo maintain CMT certification. 
Nurses serving as delegating nurses or ease managers in DD licensed 
facilities must also complele a 16- hour course on delegation and case 
management. 

A quality assurance mechanism is required for delegation. 

6 
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APPENDIX #11 

DDA Rate Setting Task Force 

Makinp the Case for Increasing Rates for Employment Supports 

1. DDA Mission 

The mission of the Developmental Disabilities Administration is to provide leadership to 
assure the full participation of individuals with developmental disabilities and their 
families in all aspects of community life. In addition, DDA's goal is to promote their 
empowerment to access quality supports and services necessary to foster personal 
growth, independence and productivity. 

2, Funding of Employment Services 

Maryland has 2 funding streams for employment services: 

1) Vocational & Day Services 

Teaching skills for daily living (Day Habilitation) 

Teaching skills necessary to enter the workforce (Day Vocational) 

Adult Day Care 

Providing support to individuals which allow them to work successfully in the 
community (Supported Employment). This can include volunteer work. 

2) Supported Employment 

These are community-based services that provide the supports necessa.iy for individuals 
to obtain and maintain work in the community. Supports may include job skills training, 
job development, vocational assessment, and ongoing job coaching support. This does 
not include job development. 

3. Perspectives from People with Developmental Disabilities 

Ask Me! is a Consumer Quality of Life Evaluation administered by The Arc of Maryland 
for the Developmental Disabilities Administration. The Ask Me! Survey collects _ 
information from people receiving supports funded by the DDA to determine their 
satisfaction with the quality of their lives. Over the past 6 years, an average of 55 /o of 
the respondents reported that they are getting training to help them get a job An average 
of 60% of respondents said that they chose their jobs or what they do most days. 57 /o 
reported having the chance to earn good money. 

4. Systems Issues in Maryland 

a. day/vocational and supported employment have the same rate 
b. supported employment typically costs more - lower staff/consumer ratio; 

transportation 



c. no incentive to providers to provide employment services; administrative burden 
d. for providers to receive the supported employment rate, a person has to work at 

least 4 hours day, not including commuting time; as a result, providers are moving 
the people they support into the day/vocational funding stream 

e. the percentage of people in day vs. community employment has not changed 
significantly over time 

f. no accurate statewide number of people who are working in integrated work 
settings, or other outcome data, is available 

5. What Research Tells Us about Employment and Rate Setting 

States that have done well in the area of community employment have: 

• established individual reimbursement rates for the various day and vocational 
services and increased rates for community employment (Tennessee, 
Colorado, Florida) - this encourages providers to shift toward community 
employment 

• earmarked specific portions of their match dollars for specific day and 
vocational services, increased match allocations for community employment 
(Maine and Oklahoma), and reduced match allocations for segregated work 

and non-work services1 

6. Possible Solutions 

1. Increase supported employment rate 
2. Increase supported employment rate by reducing rate for day habilitation 
3. Fund providers based on performance 
4. Design and implement a system to measure employment outcomes 
5. Consider the Supports Intensity Scale (AAIDD) - the rating system looks at the 

supports a person needs to be successful 

Prepared by Cathy Lyle 
Maryland Developmental Disabilities Council 
March 10, 2008 

1 Mills, Lisa A. "Revitalizing Integrated Employment; A Study of Nationwide Best Practices for 
Increasing Integrated Employment Outcomes Among People with Developmental Disabilities " Dec 2006 
A study funded by the Centers for Medicare and Medicaid Services, Medicaid Infrastructure Grant 
Wisconsin Dept. ofHealth and Family Services 



APPENDIX #12 

Task Force to Study ihe DDA Rate Payment Systems 

Testimony regarding Supported Employment 

Five-Seven Days—Ian to provide Karen 

Issues 

1. DDA currenlly only pays for a "day of supported employ men tv if the individual is 
working or voiunlcering 4 hours a day. 

? Job developmenl, Social Networking, travel training, and development of a small 

business arc currently not reimbursed under DDA's FPS unless they are done during the 
while a person is working. 

3, People with the most significant disabilities often lack the stamina to work 4 hours a 
day and arc therefore not able to participate in Supported Employment. 

4, Employers often want to start off a new employee with an abbreviated schedule of 1 -2 
hours per shift, 1-2 days a week. 

Current DDA Supported Employment Program Regulations 10.22.07.03 (c) are reflective 
of what is considered best practices according to the Association of Persons in Suppor e 
Employment (APSE), As defined in COMAR, those services include but are not limited 
to....Sclf employment, job skills training, community mobility training, euidance in 

acceptable job behaviors, job seeking and interview skills, training in social skills and 
money management. 

Inconsislcntly, llic Fcq Payment Rcgulatons, 10;22.I7.02 slate ...Supported Employment 
is, when the individual is cngoscd in supported employmcm for at least 4 hours a day, 

with 6 to 8 hours per day as the scrvicc goal, and with AdministraUon approval of fewer 
than 6 hours per day provided the individual plan indicates this lower level of service is 
necessary', • ■ 

DDA's rate system has interpreted this regulation to mean that Supported Employment 
reimbursement will only be made on days when a person being supported is working tor 

4 hours a day. 

Solution v . . 

DDA should pay for supported employmcm services if any of the services or 
combination of services defined in 10.22.07.03 arc provided for 4 hours per day. 



The 5/7ihs Funding Issue 

Issue: 
DDA Supported Employmem and Day Habilitaiion provider' calcidate support's b\ using 
a 5 da)' week 4-8 hours per day base for supports. DDA then divides the day habilitaiion 
days by 7. 

Background 
Both the Day Habilhation and Supported Employment Program funding methods arc 
calculated using similar premises and constructs. Funding is determined by the Matrix 
Level established for Health/Medical and Supervision/Assistance required. The resulting 
funding as expressed in the DDA matrix establishes the number of hours of supports an 
individual is deemed lo need during the course of a week. DDA also detemiincs a '"direct 
care gross hourly rate" - for FY 2007 that rate was S9.13 per hour. DDA then multiplies 
the hourly rate {S9.13 per hour) times the number of supported hours (e.g. a matrix level 
of 1.1 would yield 5 hours of cxpected support). 
In this example. DDA would multiply $9.13 per hour x 5 hours which results in S45.65 
per week. An allocation for employer fringe and benefits is then added to this number 
(the FY "07 rate was 27.2%). Accordingly, in our example, an agency would expect 
$58.07 per week in funding. DDA then divides this weekly funding by seven (7) days to 
obtain a per diem rate - in our instance, $S.30 per day. 
However, this system was built upon the premise that individuals would need to work 
seven (7) days per week to obtain the fuUy funded and budgeted allocation. In reality, 
most community providers are able lo support individuals with disabilities at a place of 
work for five (5) days per week. This is commonly referred to as the "5/7ths funding 
issue,*' 
Consistent with our example, although budgeted for S58.07 per week, a community 
provider is only likely to recoup S41.50 per week. Correspondingly, DDA's expectation, 
consistent with the matrix level noted in our example , is that a provider should be 
supporting an individual for five (5) hours per week; however, they are only being paid 
for 3.57 hours per week. 

This gives rise to two (2) questions: 
Why is the Supported Employment funding system and budgeting built upon 
seven day work week instead of a five day work week? and 
Where does the remaining 28% (the uncollectible 2/7,te) of the Supported 
Employment (and Day Habilitaticn) budget that cannot be collccted go? 

Solution: 

If DDA should use a 5 day a week model for Day and Supported Employment supports. 



APPENDIX #13 

Michael Bloom 

I use self direction on the New Directions Waiver. It feels good to 

be in control of my life. I feel extremely powerful. Self Direction 

makes me feel independent and free. 

I was in 2 group homes. Self Direction is better, because in group 

homes I had no choice where I lived or who I lived with or the 

staff. Now I have those choices- 

1 pick my staff, we advertise for them, interview them. 1 train them 

and if I don't like them I fire them. I have very good relationships 

with staff they work well with me. They take me places, and help 

me stay active walking and having fun. It's good to be the boss of 

my staff. 

My staff helps me find jobs so 1 don t go to day programs at all 

anymore. I work on Community Connections and get paid. Now 

as an advocate I talk to other people about the New Directions 

Waiver and about what it means to use New Directions. / 

I am in charge of my budget, it is the best thing that ever happened 

to me. I am able to have my own place. In group homes I did not 

know anything about my budget. Now 1 sign paychecks, 1 sign for 

things we purchase for the house. Medsource cuts my payroll 

checks and pays my other bills as 1 tell them too. 

I can go back to school if I want, 1 never had that chance under my 

other services. I was not a happy person in group homes. 

I fee! free and good now. 



APPENDIX #14 

CSLA Funding; Recommended Changes 

We have four concerns about how funding for CSLA services are working. We think the 
basic structure of the CSLA payment system is worth preserving if these concerns can be 
addressed. 

Hours 

The basic structure of CSLA funding is that the Individual's team makes a decision about 
the number of hours of service the Individual should receive and they request those hours 
from DDA. The fewer hours of service the higher the hourly rate. The rate goes down - 
for each additional person the Individual is living with. A maximum of three clients can 
live together. 

Concern #1: 

This model assumes that if people are living together there are efficiencies because of 
overlap hours. DDA has been inconsistent in how it interprets overlap hours. In order 
for the system to be financially viable overlap hours need to b^allowed. In other words 
if one counselor is working with two clients in their apartment for two hours, then this 
creates four billable or countable hours. DDA need clear and consistent guidelines for 
this. 

Concern # 2: 

DDA has recently begun auditing providers to make sure that they are indeed delivering 
all of the hours of service that they are funded for. Through a third party a sample group 
of Individuals are selected and audited. They look at a six month period and whether the 
average number of hours is being delivered. If they are not being delivered then there is a 
financial disallowance. 

This approach is not consistent with one of the tenets of the CSLA model, which is to be 
flexible enough to meet the changing needs of an individual receiving supports. This 
lack of flexibility is also not financially viable for providers, and it does not necessarily 
serve the service recipients. Service providers typically will over serve some clients and 
under serve other clients at any given time. Clients needs and circumstance change with 
some regularity. 

Service providers do not gain money if they are caught over-serving someone, they only 
lose money when someone is under-served. Service providers are told to change the 
service funding plan when the needs of the client change. However the experience of 
service providers is that DDA is always willing to process a reduction, but often 
unwilling to process an increase. 



For CSLA to work financially, providers must be able to manage a "risk pool" of 
funding, because of the changing needs of the individuals receiving CSLA services. 
Service providers are in a much better position to manage this "risk pool if you will, 
than DDA is. It also typically takes 3-4 months to process such a change and at 
considerable administrative cost for both the provider and the State. 

We believe that as long as the service provider is delivering the total number of hours of 
service they are funded for (for all individuals) or within 5%, then there should be no 
disallowance or if there is a disallowance the tolerance should be more like 50% of the 
hours being delivered per person. This would give providers the flexibility needed to 
meet individuals' needs, while still maintaining accountability for the overall funding 
provided by DDA. 

The Individual has many avenues of accountability. They can change providers, they 
have a Resource Coordinator to monitor the implementation of their plan and they often 
have family who are strong advocates. 

Concern # 3. Housing; 

The CLSA funding model is that individuals live in houses or apartments that they own 
or rent themselves. They pay no fee to the provider or the State and instead they pay 
their own rent, utilities, food etc. Individuals live in a variety types of homes. Some 
Individuals can afford this arrangement, some Individuals are able to access Housing 
Choice vouchers or other public housing subsidies but many can not afford these costs. 
Individuals are many times choosing a group home option because of the cost of housing. 

DDA does allow the cost of housing to be built into budgets, but there is not a consistent 
approach to this. DDA needs to develop a consistent approach to addressing the cost ot 
housing that recognizes the realities of the cost of housing and the situation of each 
Individual. We would suggest using HUD guidelines. 

Concern # 5. Nursing; 

Many of the Individuals served in CSLA are required to have nursing services, most 
often for medication administration but also for other medical issues. Service providers 
are required to meet DDA and Maryland Board of Nursing regulations. The current 
professional rate, $26 to $27.84, does not pay for the cost of nursing in Maryland. This 

rate needs to be increased to recognize actual costs. 

Tim Wiens, Jubilee Association of Maryland & Rick Callahan, The Arc of Central 
Chesapeake Region and both of us in collaboration with MACS 



APPENDIX #15 

Comparison of FPS rates using DDA's hourly rate and the Rate Commission's rate 

The attached charts demonstrate part of the problem that exists with rates paid by the 
DDA and the actual costs incurred by community providers. 

There are two pages; one for the Residential matrix and one for the Day matrix Each is 

Si" v C,0mp0nent of the rate' specifically the Supervision/Assistance portion. The Health/Medical portion is not addressed here because it is not as sensitive to labor 
costs, and is a smaller part of the overall rate. 

Upper Box 
1) Shows what DDA is paying providers for Fiscal 2008. The bottom line shows the 

Daily Rate of reimbursement for each level of supervision, one through five. 
2) The hourly rate used to drive the Daily Rate is $9.12 for Residential and $9 13 for 

Day. 

Middle Box 
1) Shows the average rate that was paid in the community for Fiscal 2007, based on 

preliminary data generated by the Community Services Reimbursement Rate 
Commission (CSRRC). 

2) The average rate paid is $11.33 per hour for both Residential and Day. 

Lower Box 
1) Shows the variance between the amounts reimbursed by DDA and the amounts 

paid by the provider community for each matrix level. Both a daily figure and 
annual ized figure is shown. 

2) The third line. Provider Actual Weekly Hours Covered by FPS Rate, shows the 

number of hours actually paid for by the State, using the average hourly rate paid 
in the community. For level one of the Residential matrix the calculation is: 

$60.80 divided by $11.33/hour, which equals 5.37 hours 
3) The fourth line shows the variance each week between the number of hours that 

the State actually pays for, and the amount the State assumes is actually provided 
in the community. 

Conclusions/Issues: 
1) Note that the average wage paid in the community is driven by all of the wages in 

the community, including those paid through Add-on services. Add-on services 
are, in fact, reimbursed at a rate that is higher than $9.12 or $9.13, so the analysis 
overstates the variance to some degree. However, the bulk of the payments by 
DDA are through the FPS, so the variances are still very important. Additionally, 
the data compares 2008 rates paid with 2007 costs incurred, with understates the 
variance. 

2) Note that the Day Matrix figures account for no Leave (Vacation or Sick), 

Vacancy, or Holiday/Snow Days for employees. The assumption of 100% 



attendance by employees is not realistic. Community providers typically cover 
these absences with substitute staff, often paying overtime. 

3) The weekly hour variance is an important issue for Add-on services because DDA 
uses the higher figure as the number of hours assumed to be delivered through the 
FPS rate. When calculating the number of hours to pay for add-on services, DDA 
deducts the assumed figure from the number required and then reimburses based 
on that calculation. By using the higher number of hours, fewer hours are then 
paid for as Add-ons. It is interesting to note that the DDA acknowledges the 
higher pay rate in the community by paying at a higher rate for Add-ons, but 
doesn't use this higher rate when calculating the assumed number of hours 
included in the FPS rate. 

Page 2 



DDA PAYMENT STRUCTURE 
KV 08 DAY MATRIX 

SUPERVISION/ ASSISTANCE 
1 1 2 3 4 5 1 

DDA DIRECT CARE HOURLY PAY RATE | i 
USED IN CALCULATION 59^3 

WEEKLY HOURS PER CONSUMER AS 
DEFINED BY DDA 5 6,6666667 10 13,333333 20 
WEEKLY HOURS X DDA RATE $45 65 

DDA PERCENTAGES APPLIED 
FRINGE (27.2%) $1242 

$60,87 

$16.56 

$91,30 

$24,83 

$121,73 

$33,11 

$182.60 

$49,67 SUBiUlAL $58,07 

LEAVE 
VACANCY 
HOLIDAYS/SNOW DAYS 

$77.42 $116,13 $154,84 $232,27 

TOTAL WEEKLY RATE $58 07 $77,42 $116,13 $154,84 $232,27 KAiCiWEtKLY KAib/7) $8 30 $11,06 $16,59 $22,12 $33,18 

PROVIDER AVERAGE ACTUAL COST 
BASED ON FY 07 DATA DAY MATRIX ^ 

AVERAGE ACTUAL PROVIDER DIRECT 
CARE HOURLY PAY RATE 
{rate as reported in draft CSRRC report) 

WEEKLY HOURS PER CONSUMER AS 
DEFINED BY DDA 

WEEKLY HOURS X DDA RATE 

DDA PERCENTAGES APPLIED 
FRINGE (27.2%) 
SUBTOTAL 

LEAVE 
VACANCY 
HOLIDAYS/SNOW DAYS 

TOTAL WEEKLY RATE 
DAILY RATE (WEEKLY RATE /7) 

$11.33 

1 I 2 3 4 51 

5 6,6666667 10 13.333333 20 

$56.65 

$15,41 

$75.53 

$20.55 

$113.30 

$30.82 

$151.07 

$41.09 

$226.60 

$61.64 
$72,06 $96.08 $144.12 $192.16 $288.24 

$72,06 
$10,29 

$96.08 
$13.73 

$144.12 
$20.59 

$192.16 
$27.45 

$288,24 
$41,18 

VARIANCES 

DAILY RATE VARIANCE 
% VARIANCE 

ANNUAL DOLLAR VARIANCE DUE TO 
RATE 

PROVIDER ACTUAL WEEKLY HOURS 
COVERED BY FPS RATE 

WEEKLY HOUR VARIANCE 

DAY MATRIX 

6/2/2008 CADocuments and Settings\Cynthia Guarino\My Documents\Lydia's stuff\FY 08 Rate Analysis - FPS - Day Final 



DDA PAYMENT STRUCTURE 
FY 08 

DDA DIRECT CARE HOURLY PAY RATE 
USED IN CALCULATION I S9.12 

WEEKLY HOURS PER CONSUMER AS 
DEFINED BY DDA 

WEEKLY HOURS X DDA RATE 

DDA PERCENTAGES APPLIED 
FRINGE (26.21%) 
SUBTOTAL 

LEAVE (7.35%) 
VACANCY (9.99%) 
HOLIDAYS/SNOW DAYS (4.29%) 

TOTAL WEEKLY RATE 
DAILY RATE (WEEKLY RATE / 7) 

RESIDENTIAL MATRIX 

1 1 2 3 4 5 1 

6.6667 13.3333 24 40 58 

$60,80 

$15.94 

$121.60 

$31.87 

$218.88 

$57.37 

$364.80 

$95,61 

$528.96 

$138.64 
$76.74 

$5.64 
$7.67 
$3.29 

$153.47 

$11.28 
$15.33 

$6.58 

$276.25 

$20.30 
$27.60 
$11.85 

$460.41 

$33,84 
$46,00 
$19,75 

$667.60 

$49.07 
$66.69 
$28.64 

$93.33 $186.67 $336.00 $560,00 $812.00 
$13.33 $26.67 1 $48.00 $80.00 $116.00 

PROVIDER AVERAGE ACTUAL COST 
BASED ON FY 07 DATA 

RESIDENTIAL MATRIX 

VARIANCES 

DAILY RATE V ARIANCE 
% VARIANCE 

ANNUAL DOLLAR VARIANCE DUE TO 
RATE 

PROVIDER ACTUAL WEEKLY HOURS 
COVERED BY FPS RATE 

WEEKLY HOUR VARIANCE 

AVERAGE ACTUAL PROVIDER DIRECT F 
CARE HOURLY PAY RATE I 511.33 
(rate as reported in draft CSRRC report) 

WEEKLY HOURS PER CONSUMER AS 
DEFINED BY DDA 

WEEKLY HOURS X DDA RATE 

DDA PERCENTAGES APPLIED 
FRINGE (26.21%) 
SUBTOTAL 

LEAVE (7.35%) 
VACANCY (9.99%) 
HOLIDAYS/SNOW DAYS (4.29%) 

TOTAL WEEKLY RATE 
DAILY RATE (WEEKLY RATE / 7) 

1 1 2 3 4 *1 

6.6667 13.3333 24 40 58 

$75.53 

$19.80 

$151,07 

$39.59 

$271.92 

$71.27 

$453.20 

$118.78 

$657.14 

$172.24 
$95.33 

$7.01 
$9.52 
$4.09 

$190.66 

$14,01 
$19,05 

$8,18 

$343.19 

$25.22 
$34.28 
$14.72 

$571.98 

$42.04 
$57.14 
$24.54 

$829.38 

$60.96 
$82.85 
$35.58 

$115.95 
$16.56 

$231,90 
$33,13 

$417.42 
$59,63 

$695.70 
$99.39 

$1,008,77 
$144.11 

RESIDENTIAL MATRIX 
SUPERVISION/ ASSISTANCE 

(S3.23) 
-24.2% 

(SI,179) 

5.37 

(1.30) 

($6.46) 
-24.2% 

($2,359) 

10.73 

(2.60) 

(SI 1.63) 
-24.2% 

($4,246) 

19.32 

(4.68) 

($19.39) 
-24.2% 

($7,076) 

32.20 

(7.80) 

($28.11) 
-24.2% 

($10,260) 

46.69 

(11.31) 

6/2/2008 C:\Doouments and SettingsSCynthia GuarinoVMy DocumentsMydia's stumFY 08 Rate Analysis - FPS - Residential Final 



Somerset Community Services 
FY 08 ONE TO ONE ANALYSIS 

FY (38 Day Program Rate 

REVENUE 
Rate for 5x5 

Consumer 48.77 
Admin 30.49 
Total 

Days 
240 
240 

Add on Rate Hours/wk 
16.19 30 

Week 
485.70 

APPENDIX #16 

assumes level 5 indudes 20 hrs of support 

Annual 
11.705 
7,318 
19,022 

Day 
97,14 

Annual 
23,314 

Total direct care reinbursement for one to one consumer getting 30 add on hours at 515 rate 
35r018 

EXPENSE 

Total Costs to Hire a One to One Staff for 50 hours (1-1 for day and transportation) 
30,888 annual salary for 50 hours per week at $10.SO/hour 

4,400.00 health insurance 
2,362.93 flea "c 
617.76 U12% 
926.64 WG 3% 

1,544.40 Pension 5% 
40,739.73 Total 

(5,721.33) Net of revenue less expenses for one to one day staff 



APPENDIX #17 

TESTIMONY 
DDA Rate Payment Task Force 

April 16, 2008 

Day 1:1 Add On 
Funding Shortfall 

I am Vicki Callahan, Executive Director of Opportunity Builders, Inc., a non profit 

vocational training agency in Anne Arundel County that serves approximately 310 

individuals annually. We are currently serving 14 individuals with significant medical or 

behavioral needs with Add — On for 1:1 supports. 

I am here to share my concerns about the funding shortfalls that we experience when we 

serve an individual with a 40 hour 1 ;1 add on. The attached spreadsheets show the costs 

to OBI for a entry level 1:1 and an employee who has completed 3 yeas of service. As 

you can see the shortfall is substantial. This shortfall in funding then forces us to use 

other funds to cover this shortfall potentially affecting the quality of other services. 

It is imperative that this funding issue be addressed to cover true expenses, so that all 

other funding can be used to provide the quality services and supports all individuals 

deserve. 



Fundng issue for Day Service 1:1 

Employee Entry Level $ 23,295.00 
F|CA $ 1,782.07 
WC/UE $ 698.85 
Pension (0-3 years) 2% $ 465.90 
Health/Dental $ 4,560.00 Benefit OBI Benefit 
Life / Disability $ 480.00 Totals Percentage 
Legal Services $ 120.00 $ 8,106.82 35% 

DDA FUNDING FOR SALARY $ 18,970.00 
DDA FUNDING FOR BENEFITS 26% $ 5 138 00 
OBI SALARY SHORTFALL $ 432500 
OBI BENEFIT SHORTFALL 5 2 968 82 
OBI TOTAL LOSS <j5 y 293 82 

Employee 3 yr Level $ 24,273.00 
FICA $ 1,856.88 
WC/UE $ 728.19 
Pension (3-9 years) 4% $ 970.92 
Health/Dental $ 4,560.00 Benefit OBI Benefit 
Life / Disability $ 480.00 Totals Percentage 
Legal Services $ 120.00 $ 8,715.99 36% 

DDA FUNDING FOR SALARY $ 18 970 00 
DDA FUNDING FOR BENEFITS 26% $ 5138 00 
OBI SALARY SHORTFALL $ 5303.^ 
OBI BENEFIT SHORTFALL 5 3 577 gg 
OBI TOTAL LOSS $ 8,880.99 



APPENDIX #18 

Analyses of FY 2007 DDA Cost Reports 

5 May 2008 DRAFT - Not approved by the Commission 

Executive Summary 

Providers appear to be consistently incurring losses on day and supported employment programs. 
These losses may be due to increased transportation costs. Residential services generally 
operated at a slim positive margin in 2003 and 2006, and a slim negative margin in 2004, 2005 
and 2007. Community Supported Living Arrangements (CSLA) services were generally ^ 
profitable in 2007, as was the case in prior years. It should be noted that these results are in 
aggregate, and that individual providers may be losing money on a service when the aggregate 
result is a profit, and vice versa. 

Introduction 

The CSRRC is required by its enabling legislation to: 

Review the data reported in the Developmental Disabilities Administration 
Annual Cost Reports and use the data to develop relative performance measures 
of providers. 

To this end 111 Cost Reports for fiscal year 2007 were obtained from the Developmental ^ 
Disabilities Administration (DDA), key fields from these cost reports were extracted and input 

into a database for analysis, and the analysis described in this report was then carried out. 

To avoid any misunderstanding it will be worthwhile to discuss how the term "relative 
performance measures" is being interpreted for this purpose. The cost reports provide data on 
costs, revenues and utilization, so the performance measures that can be generated using the Cost 
Reports are necessarily financial and utilization measures. Accordingly, the measures that result 
are comparisons of providers with one another. As such they do not represent comparison with 
some objective standard. It will not be possible to develop outcomes measures from these data. 

Questions to be addressed 

Some specific questions will be addressed by this analysis. The first item will be to provide 
some general descriptive information regarding the range of services provided. The second will 
be the relative profitability of the different types of services provided, i .e., day services _ 
residential services, employment services, and CSLA, in total and by provider. The FPS includes 
two components to rates: a client component that varies depending upon client needs, and an 
administrative component that is a fixed amount per day for the particular service. In response to 

the directive to study transportation costs the transportation costs and mileages will be studied. 



Analysis and results 

Descriptive statistics 

The following table presents some summary statistics from the Cost Reports. In this table 
medians are presented rather than means as they are less influenced by outliers. 

Table 1: Summary statistics, fiscal year 2007 

CSLA Residential Day Employment 

# of providers 64 86 60 63 . 

Median Margin 2006 9.33% 0.54% -0.20% -5.20% 

Median Margin 2007 7.65% -0.97% -2.67% -4.43% 

Median Cost/Day $77.71 $204.40 $77.42 $66.51 

Percentage of revenue 9% 61% 19% 11% 

These data suggest that providers are profiting from the provision of CSLA services, and are 
generally losing money on supported employment services. These results are generally consistent 
with the results found for fiscal years 2002 through 2006. CSLA services were implemented 
relatively recently, and recently enrolled clients are reported to be more profitable than clients 
who have been with a provider for an extended period of time. The payments for CSLA 
comprise only about 10% of the total expenditures on community services. 

Transportation costs 

The FY 2003 Cost Report was the first in which detailed data on transportation costs and 
utilization were collected. These data were examined and large differences among providers in 
transportation costs were noted. However, due to problems with the data reported the analysis of 
transportation costs was delayed. The quality of the transportation data did appear to be 
somewhat improved in the FY 2004 Cost Reports, although there were still some obvious 
problems. The survey forms and instructions were substantially revised for the FY 2005 survey 
to reduce any ambiguity as to what should be reported. The FY 2007 Cost Report used the same 
forms as the FY 2005 and 2006 Cost Reports. While the data have improved over time, there are 
clearly inconsistencies in the ways in which the transportation cost data are being reported, so the 
results presented below should be interpreted with caution. 

The following tables provide summaries of the transportation costs per day and per mile. 

-2- 



Table 2: Transportation cost per client per day 
Day Supported 

Employment 
CSLA Residential 

Median FY 2006 $11.99 $8.94 $2.92 $6.77 
Median FY 2007 $11.85 $9.11 $3.51 $7.09 

Table 3: Transportation cost per mile 
Day Supported 

Employment 
CSLA Residential 

Median FY 2006 $1.58 $1.02 $0.72 $0.61 
Median FY 2007 $1.71 $0.92 $0.72 $0.73 

Caveats and comments 

Transportation costs are a major issue for day and supported employment services. For 
residential services providers the transportation requirements are smaller, and more varied in 
their nature, with transportation of residential clients to day programs generally being provided 
by the day program. 

The data still show substantial variation between providers in the costs. By reporting medians the 
impact of these variations is reduced, but not eliminated. 

The capital cost for vehicles is based on depreciation. This underestimates the real cost in that it 
does not account for inflation. Also, many providers are likely to have vehicles that are fully 
depreciated so are not contributing any depreciation cost. 

Conclusions 

Providers appear to be incurring losses on day and employment programs. These losses may be 
due to increased transportation costs. Residential services operated at a slim positive margin in 
2003 and 2006, and a slim negative margin in 2004, 2005 and 2007. CSLA services were 
generally profitable. Even in services in which the median margin is positive there are still a 
substantial number of providers with negative margins, and conversely for services in which the 
median margin is negative. 

C:\myfil es\csrrc_fy 2008\Cost_report_2007. doc 
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C • H • I Centers Inc 

APPENDIX #19 

Supporting people with disabilities since 1948 

Kenndh S. So veil, Esq. 
President 

Alan Lovcll, Ph.D. 
Chief Exrcuiive Officer 

April 23, 20 08 

Mr. Jim Johnson, Deputy Secretary 
for Operations 

Department of Health and Mental Hygiene 
201 West Preston Street 
Baltimore, MD 21201 

Dear Jim: 

I would like the Department of Health and Mental Hygiene to 
support the language in the current solution^ of the 
Developmental Disabilities Administration Wage Task Force. 

I would like for bullet two to reflect the following: 

"There should be equitable rates based on recommended 
geographical or programmatic differences to reflect 
costs approved by the Developmental Disabilities 
Administration." 

Sincerely, 

J&cus- 

Alan C. Lovell 
Chief Executive Officer 

10501 New Hampshire Avenue, Silver Spring, MD 3.0903-1122 
Tel 301.445.3350 Fax 301.439.8] 17 TDD 301.43!>.5366 

www.CHICcnicrs.orE Email Info©1 CHJCcnicrs org 

Tiit Rehabilitauon Accrrditalion Commiision (CARF) 
Vnited tttsjp Aj;fnO #S0S9 
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